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THE DEVELOPMENT OF THE CLINICAL CONCEPT 
OF ARTERIAL HYPERTENSION* 


BY SOMA WEISS, M.D.t 


ERSISTENTLY elevated arterial pressure 
with associated morbid changes of the vas- 
cular tree is probably responsible, directly or 
indirectly, for more disability and death than 
any other single pathological condition, includ- 
ing cancer and tuberculosis. Persistent hyper- 
tension combined with vascular pathology is the 
etiological factor in the bulk of instances of 
cerebral accident, myocardial failure and chronic 
insufficiency of the kidneys. Even today, the ex- 
act relationship between chronic hypertension 
and certain vascular changes is not completely 
clarified, although an intense interest in cardio- 
vascular disease during the past three decades 
has contributed considerable information to the 
subject. It is difficult to realize that as late as 
a half century ago arteriosclerosis and hyper- 
tension were not recognized by the medical pro- 
fession as among the important sources of fail- 
ure of the cardiovascular system. The diagnosis 
of ‘‘fatty heart’’ was applied indiscriminately 
whenever an underlying valvular defect could 
not be detected as the source of circulatory fail- 
ure. Only within the present generation, fol- 
lowing the pioneer contributions of Bright, 
Johnson, Traube, Gull and Sutton, Mahomed, 
and v. Basch; and through the efforts of Huch- 
ard, Allbutt and others, has the significance of 
hypertension and degenerative vascular changes 
of different organs been generally recognized as 
the cause of numerous clinical manifestations. 
This communication is intended to sketch the 
significant features of the evolution of the con- 
cept of hypertension and associated body 
changes. Emphasis is to be placed on the main 
features of this development rather than on the 
details of its history. 


EARLY OBSERVATIONS 


The first step toward the understanding of the 
significance of blood pressure was taken by Wil- 
liam Harvey! when he gave a correct concept 
of the qualitative aspects of the circulation. 
Giovanni Alphonso Borelli*, probably during his 
twelve years of friendship with Malpighi in 
Pisa, made observations on the blood flow in 
_*From the Thorndike Memorial Laboratory, Boston City Hos- 
pital, and the Department of Medicine, Harvard Medical School, 


Boston, Mass. 

ou: before the Boston Medical History Club, February 
_ tWeiss—Assistant Professor of Medicine, Harvard Medical 
School. For record and address of author see ‘This Week's 
Issue’, page 926. 





the arteries; but Stephen Hales’, that remark- 
able minister of Teddington, was the first in- 
vestigator to give an account of direct measure- 
ment of the blood pressure in animals. Hales, 
with his background of Newtonian physies, gave 
clear evidence that he considered arterial blood 
pressure one of the fundamental aspects of 
haemodynamies. In his ‘‘Statical Essays, Vol. 
2, Containing Haemostaties’’, published in 1740, 
he describes his first experiment: ‘‘In Decem- 
ber I caused a mare to be tied down alive on her 
back; she was fourteen hands high and about 
fourteen years of age, had a fistula on her with- 
ers, was neither very lean, nor yet lusty. Hav- 
ing laid open the left crural artery about three 
inches from her belly, I inserted into it a brass 
Pipe, whose bore was one sixth of an inch in 
diameter ; and to that by means of another brass 
Pipe which was fitly adapted to it fixed a glass 
Tube, of nearly the same diameter, which was 
nine feet in length. Then untying the ligature 
on the artery, the blood rose in the Tube eight 
feet three inches perpendicular above the level 
of the left ventricle. ... ”’ 

Stephen Hales extended these observations to 
the ox, sheep and dog. He was also interested 
in the blood pressure of man. ‘‘If we suppose, 
what is probable’’, he says, ‘‘that the blood 
would rise seven and one half feet high in a 
tube fixed to the carotid artery of a man.... ”’ 
This is the first suggestion of a definite quanti- 
tative estimate of the blood pressure in man. 

Hales’ observations were not appreciated or 
extended until almost a century after his death, 
when Poiseuillet and later C. Ludwig® and 
Vierodt® undertook a systematie study of the 
significance of blood pressure in the mammalian 
circulation and established its importance per- 
manently. 


CONTRIBUTIONS OF THE MORPHOLOGISTS 


The impetus toward recognition of the clinical 
importance of the blood pressure in man, how- 
ever, was not given by these learned and out- 
standing experimenters but by the clinical and 
postmortem observations of physicians of the 
19th century. Bertin in 1824’ and Hope in 
1832* claimed an association between hyper- 
trophy of the left ventricle and cerebral hemor- 
rhage. In 1836 Richard Bright® of London 
published his well-known thesis, ‘‘Cases and Ob- 
servations Illustrative of Renal Disease Accom- 
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panied with the Secretion of Albuminous 
Urine’’, in the first volume of Guy’s Hospital 
Reports. In this epoch-making contribution, 
Bright commented upon the rather frequent as- 
sociation of contracted kidneys and cardiac en- 
largement on postmortem examination. Clini- 
eally, however, he apparently noticed no ab- 
normal behavior of the cardiovascular system. 
The heart, obviously, was not examined and only 
here and there among the clinical notes are 
there short, casual comments on _ finding 
“‘sharp’’, ‘‘wiry”’ or ‘‘hard’’ pulses in patients. 
In his thesis on the ‘‘Tabular View of the Mor- 
bid Appearance in 100 Cases Connected with 
Albuminous Urine’’, in the same volume of the 
Guy’s Hospital Reports’®, Bright goes into a 
more detailed discussion of the relationship be- 
tween kidney disease and the cardiovascular 
system: ‘‘The first circumstance which strikes 
the mind, is the extent and frequency to which 
the derangement of one organ is connected with 
derangement of several others; yet we are not 
at liberty to assume that the disease of the kid- 
ney has been the primary cause on which the 
disease of the rest depended. It may be some 
other organ has first suffered, and the kidneys, 
together with the rest, have become involved. 
I confess I am inclined to believe that the kid- 
ney is the chief promoter of the other derange- 
ment.’’ A fair and wise conclusion if one con- 
siders the evidence then available. Later, in re- 
ferring to the cardiovascular system, Bright 
makes a further observation of great signifi- 
eanee: ‘‘The obvious structural changes in the 
heart have consisted chiefly of hypertrophy with 
or without valvular disease; and what is most 
striking, out of fifty-two cases of hypertrophy, 
no valvular disease whatsoever could be detected 
in thirty-four....’’ In attempting to explain 
the frequent finding of hypertrophy of the left 
ventricle Bright says: ‘‘This naturally leaves 
us to look for some less local cause, for the un- 
usual efforts to which the heart has been im- 
pelled: and the two most ready solutions appear 
to be, either that the altered quality of the blood 
affords irregular and animated stimulus to the 
organ immediately ; or, that it so affects the mi- 
nute and capillary circulation as to render great- 
er action necessary to force the blood through 
the distant subdivision of the vascular system.”’ 
This hypothesis of Bright, based on finding an 
association between contracted kidneys and ear- 
diae hypertrophy, stimulated the curiosity of in- 
vestigators interested in diseases of the kidneys 
and cardiovascular system more than any other 
clinical observation in this field. It was this 
stimulus that eventually led to the recognition 
of primary hypertension as different from the 
nephritis of Bright. 

It is probable that Bright’s conception that 
kidney pathology is the primary focus of the 
general derangement observed clinically and 
postmortem was not accepted generally by his 
contemporaries, for only thirteen years later 





Walsche™, professor of clinical medicine at the 
University of London, definitely claimed, on the 
basis of his observations of patients (frag- 
mentary report of which was published in the 
1849 issue of the Lancet), that Bright’s disease 
is not essentially a renal but primarily a blood 
disease. This is one of the earliest stands against 
3right’s coneept. Walsche says: ‘‘ ‘Bright’s 
disease’ has several of the characteristies of a 
primary, chronie blood disease. Thus: there 
is no direct ratio between the anatomical changes 
and the mass of morbid conditions constituting 
the disease.’’ Another of Walsche’s statements 
is even more specific: ‘‘The true explanation 
seems to be, that the state of the blood prevents 
the kidney from acting properly on the elements 
it is accustomed to excrete, not that its own fune- 
tional aptitude is at the outset seriously im- 
paired; in other words, it is probable that in 
the commencement the renal cells are still quite 
able to separate urea, if healthy constituted 
blood were offered to them by the vessels. This 
view is, doubtless, hypothetical; but it har- 
monizes with the well-known and striking fact, 
that urea may, and does, not uncommonly, dis- 
appear from the blood, when the anatomical 
changes in the kidney are carried to extremes, 
and the case (though a temporary improvement 
has oeeurred) is fast tending to a fatal issue.’’ 
This is the first recorded definite implication 
that patients with a clinical picture of Bright’s 
disease may and frequently do die from other 
eauses than insufficient kidney function, or as 
we would say today, with normal blood constitu- 
ents. It is true that Walsche does not speak 
of general changes in the vascular system, nor 
does he specify the nature of the changes in 
the blood responsible for the disease; still, his 
concept is an important step in the establish- 
ment of a clinical picture of essential or pri- 
mary hypertension. 

Sir Samuel Wilks’, in 1852, pointed out that 
the larger arteries are often diseased in the 
chronic form of Bright’s disease. ‘‘ ... The 
artery on feeling the pulse often leads to the 
suspicion of the disease, a thickened, tortuous 
artery occurring so frequently in ‘morbus 
Brightii’.’’ He also noted that albuminuria is 
not invariably present in Bright’s disease. 
Johnson", in his significant work ‘‘On the Dis- 
eases of the Kidney, Their Pathology, Diagnosis 
and Treatment, with an Introductory Chapter 
on the Anatomy and Physiology of Kidney,’’ 
published in 1856, states that as a result of 
changes in the blood, the small vessels contract 
and the muscle hypertrophies. Johnson’s con- 
ception still implicates the kidney as the pri- 
mary cause of the disturbance, but clearly in- 
troduces a functional factor, namely, the con- 
traction of the small vessels, into the mechanism 
of the disease. It was George Johnson who 


showed that not only the minute arteries of the 
kidneys, but the smallest arteries of the skin and 
of other parts of the body are thickened. Ac- 
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cording to Johnson the ‘‘toxie blood’’ is not 
able to nourish the tissues, and the minute 
arteries resist its passage. As a result of this 
resistance, both cardiac and arterial muscular 
tissue hypertrophy. A somewhat similar view to 
that of Johnson was introduced by Traube™ in 
Germany, who claimed that the small vessels of 
the kidneys are contracted, water is retained, 
and as a result increased work is put on the 
heart. 

Johnson’s observation of a hypertrophy of 
the minute arteries in various portions of the 
body marked great progress in the conception of 
Bright’s disease. He offered morphological evi- 
dence to explain and correlate renal and cardiac 
pathology. But Johnson, as well as Traube, 
still adhered to Bright’s original belief that in 
all instances of bilateral kidney involvement the 
cardiac and vascular changes are secondary to 
primary disturbance of kidney function. 

The concept of a diffuse primary disease of the 
arteriolar system was introduced into pathology 
and clinical medicine through the observations 
of Gull and Sutton’. In the Medico-Chirurgical 
Transactions for 1872 these two authors pre- 
sented evidence that a condition exists in which 
a diffuse ‘‘hyalin-fibrosis’’ of the arteriolar sys- 
tem is present throughout the body, that ‘‘vas- 
cular changes’’ are, or may be, independent of 
renal disease; and that renal change in chronic 
Bright’s disease with contracted kidney, when 
present, is but a part of a general morbid con- 
dition. They were the first to point out clearly 
that the kidney tissue may be ‘‘healthy’’ with 
marked cardiac hypertrophy and widespread 
arterio-capillary fibrosis. Gull and Sutton clear- 
ly stated that ‘‘ ... the granular contracted 
condition of the kidney is dependent on a ‘hyalin 
fibroid’ formation in its arteries and other struc- 
tures’’. They denied Johnson’s observation that 
there is a muscular hypertrophy in the arte- 
rioles, and suggested the name ‘‘arterio-capillary 
fibrosis’? to define the condition which they 
themselves described. Thus Gull and Sutton 
established the morphological concept of a pri- 
mary disease of the arteriolar system. 


CONTRIBUTIONS BY PHYSIOLOGISTS 


While important information concerning the 
changes in the circulatory system was accumulat- 
ing in the postmortem rooms, recognition of the 
clinical manifestations of abnormal blood pres- 
sure had lagged behind. Of course, certain clini- 
cians may have been more aware of a primary 
generalized vascular disease which impeded the 
circulation than the literature suggests. 
Walsche’s concept of 1856 has been quoted above. 
The progress of clinical medicine, however, was 
hampered as much by incomplete knowledge of 
physical diagnosis as by lack of accurate in- 
struments for the study of cardiovascular dis- 
eases. The trend in the morphology and physi- 
ology of the second half of the nineteenth cen- 
tury and advances in physical diagnosis, never- 





theless, led to successful clinical analysis of vas- 
cular diseases. The schools of physiology of 
this period were dominated by three outstand- 
ing personalities: Vierodt, C. Ludwig and 
Marey. These leaders were intensely interested 
in hemodynamics. The significance of blood 
pressure in mammalian circulation was becoming 
recognized rapidly, and became the main ob- 
ject of numerous studies. In turn, naturally, 
the interest of clinicians in the réle of blood 
pressure in health and disease was aroused. 


Vierodt® studied the tension of the wall of 
the arteries. He placed an increasing amount 
of weight on the ‘‘pelotte’’ of his sphygmograph 
until the opposing compressed portions of the 
arterial wall touched each other. This pro- 
cedure, in Vierodt’s opinion, should have given 
an approximate estimate of the side pressure 
of the blood on the wall of the unopened artery. 

Marey’® applied the sphygmograph to study 
the pulse and cardiac rhythm in man (1863). 
Although Marey himself recognized the futility 
of using the sphygmograph for the measure- 
ment of blood pressure on account of the in- 
herent error involved, numerous attempts were 
made to use his sphygmography for quantitative 
estimation of the blood pressure in man. Later, 
Marey himself devised a method for measuring 
human blood pressure?’. This method was based 
on the principle that an arm placed into a 
plethysmograph loses the pulsating changes in 
volume when the pressure of the water outside 
is just sufficient to overcome the arterial pres- 
sure. With this graphic outfit he observed that 
in normal subjects it took a pressure of from 
12 to 17 centimeters of mercury to overcome 
the pulsating movements of the arm. Marey’s 
method was modified by Mosso, Hurthle and 
others. Samuel v. Basch’’, a pupil of C. Lud- 
wig, used a similar instrument independently 
and concluded that the plethysmographic method 
is not suited to the measurement of human blood 
pressure. According to v. Basch, a certain 
amount of pulsation occasionally exists even 
when a pressure as high as about 350 mm. of 
mercury is applied. This remaining small pul- 
sation is due to the transmission of the pulsa- 
tion of the arteries from the area of compres- 
sion. v. Basch, however, claimed that the ab- 
solute change in the volume of the arm in the 
same person is related to the change in the 
aortic pressure, and therefore the plethysmo- 
graphic method may indicate relative change 
in the systemic arterial pressure of the same 
individual. 

Waldenburg’’, following Vierodt’s suggestion, 
applied weight on a rigid ‘‘pelotte’’ of the 
sphygmograph. This method was again criti- 
cised by v. Basch*° who, in order to avoid the 
errors involved in the application of a rigid 
pellotte, devised a specially constructed elastic 
pellotte. The artery was compressed with water 
contained in a membrane. v. Basch obtained 
with his instrument normal values between 125 
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and 175 mm. Hg., while values such as 245 mm. 
of Hg. were observed in a patient with cardiac 
hypertrophy. The use of a pellotte remained 
the method of measurement of blood pressure 
on the continent and in England for over twenty 
years, but this method, with its various modifi- 
cations, was still too complicated for general 
use. 

Results obtained with such instruments were 
inexact as Pascal’s law was not taken into con- 
sideration. Results varied, therefore, with the 
anatomic location and the size of the artery. 

Riva-Rocci of Pavia"! was the first to eliminate 
the fundamental error in the methods previously 
used. He applied a wide rubber tubing around 
the arm which, when inflated, exerted approxi- 
mately the same pressure in every direction. 
Hill and Barnard**? described independently a 
similar instrument at about the same time. Riva- 
Rocci’s instrument not only gave more exact 
readings, but was considerably simpler and less 
costly than the instruments used previously. It 
brought about practical, rapid progress in the 
study of the blood pressure in health and dis- 
ease and has contributed more than any other 
instrument to knowledge concerning the state 
of the cardiovascular system. This instrument 
was modified in 1901 by v. Recklinghausen’, 
who observed that because of the insufficient 
width of the armlet, it recorded too high figures. 
The Riva-Rocci instrument was introduced into 
the United States by Harvey Cushing** *°, who 
first saw it used in the wards of the Ospitale de 
S. Matteo in Pavia. The auscultatory method 
decribed by Korotkoff?* in 1905 made the estima- 
tion of the diastolic pressure practical. 


CONTRIBUTIONS BY CLINICIANS 


While the morphologists contributed funda- 
mental observations on the nature of vascular 
diseases, and while, under the influence of the 
leading schools of physiology of the 19th cen- 
tury, instruments for the measurement of blood 
pressure became available, clinicians furnished 
equally important discoveries concerning the 
clinical aspects of persistently elevated blood 
pressure. These clinicians were no longer satis- 
fied with the contributions of Bright and his 
school, which were concerned almost entirely 
with morbid anatomy and terminal morbid 
physiology. A group of physicians in London 
approached the problem by continuing their 
critical analysis of the contributions of Bright’s 
school. Some of the younger clinicians were in- 
fluenced, in addition, by the prominent morphol- 
ogists of England and by the eminent French 
school of physiology. 

From 1850-1870, Traube*? made important ob- 
servations which, although subsequently modi- 
fied, nevertheless were a great stimulus to elini- 
cal investigations concerning the blood pressure 
in man. This remarkable clinician of Leipzig 
possessed qualities seldom seen in combination 
today: a keen sound mind with imagination; 





eapacity for hard work; sympathetic under- 
standing of human nature and its diseases; the 
power to stimulate as a teacher; and in addition, 
skill and diligence in experimentation. There 
is searcely a field of clinical medicine which he 
did not enter with his animal experiments. Dur- 
ing these numerous experiments he often pal- 
pated the exposed arteries of animals. From 
this, naturally, arose an interest in the blood 
pressure in man. He compared the sensation of 
palpating the exposed arteries of animals with 
that of palpating the arteries in man. He ob- 
served high arterial tension in individuals with 
arteriosclerosis and with contracted kidney or 
chronic Bright’s disease. Traube considered 
high blood pressure the cause of arteriosclero- 
sis. It is suggestive, as v. Basch also remarks, 
that the recognition of high blood pressure in 
arteriosclerosis by Traube was not based so 
much on palpation of a ‘‘hard’’ pulse, as on 
frequent postmortem findings of a hypertroph- 
ied left ventricle. As far as one can deter- 
mine from the literature, Traube did not have 
any well defined or correct concept of primary 
essential hypertension and its relation to kid- 
ney involvement. 


The separation of primary essential hyperten- 
sion from primary bilateral kidney diseases was 
first achieved by a group of London clinicians. 
In 1874, Frederique Mahomed** described the 
‘‘prealbuminurie stage’’ of kidney disease. 
The significance of his contribution is the im- 
portance which he attaches to the rdle of the 
circulatory system in the origin of this condi- 
tion. Mahomed proves that elevation of the 
blood pressure may be present without clinical 
evidence of involvement of the kidneys. He 
observed that elevation of the blood pressure 
often precedes the appearance of albumin in 
acute Bright’s disease, an observation confirmed 
only recently by Kylin®®. He suggested, there- 
fore, that the vascular condition causes the al- 
buminuria rather than that the albuminuria 
causes the vascular condition. In these studies, 
Mahomed applied his modification of Marey’s 
sphygmograph for quantitative estimation of the 
pulse pressure. The weight necessary to obtain 
the highest pulse was used as an index of pres- 
sure. Obviously, the method was erude and in- 
exact. But Mahomed’s observations and con- 
clusions were, nevertheless, fundamental. Ex- 
tending his inquiry further, in 1879 in a paper 
entitled, ‘‘Some of the Clinical Aspects of 
Chronic Bright’s Disease’, he gives a remark- 
ably precise and intelligent account of the sig- 
nificance of high blood pressure®®. This con- 
tribution appears to be the first that makes 
clinical recognition of primary arterial hyper- 
tension. Mahomed emphasized the significance 
of blood pressure and the importance of the 
study and consideration of functions as well as 
structures in diseases. ‘‘If in a steam engine 


we only watch for and recognize structural dis- 
order of its machinery, we shall overlook that 
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important factor, pressure, which may at any 
time wreck the whole apparatus. Practically, 
we do overlook this important element in the 
mechanism of circulation; we fail to recognize 
and avert its tendency to produce breakdowns 
and destruction, because, when acute, it has 
no morbid anatomy.’’ He emphasizes the fact 
that high arterial pressure is found to exist 
before any sign of failure of the kidneys to per- 
form their function oceurs. ‘‘Furthermore ... 
patients with primary kidney disease, such as 
seen in surgical kidneys, or serofulous kidneys, 
even of the most advanced nature, do not have 
high pressure in their arteries, while patients 
with aeute Bright’s disease, if the poison be 
acute and temporary, may lose all signs of high 
arterial pressure during their recovery, even at 
a time when the kidneys are manifestly crippled, 
the urine being albuminous and the solids de- 
ficient in amounts.’’ Later he states: ‘‘ 
High arterial pressure, and the subsequent car- 
diovascular changes, are the primary and most 
important conditions to recognize, while the kid- 
ney symptoms are only secondary, and are not 
even essential conditions; thus certain cases 0c- 
cur, and are not very infrequent, in which the 
cardiovascular changes of Bright’s disease do 
not occur from failure of the kidneys, but of 
other organs; not only do such eases die with 
other symptoms, but the real cause of death is 
overlooked. A large proportion die from their 
cardiovascular changes.’’ Mahomed carefully 
considered the physiology of the circulation in 
arterial hypertension. He describes the pulse as 
‘‘long, persistent and hard’’. He recognized 
the presence of hypertrophied heart. The sec- 
ond sound over the base, and specially over the 
aorta is ‘‘elacking or epee sath if the aorta 
is dilated, “tympanitie”’ “drum like’’. Re- 
duplication of the first cial is frequent but is 
not a constant character. He also discusses the 
clinical nature of heart failure that results from 
high blood pressure. 

Who, today, ean give a more illuminating 
statement on the general significance of elevated 
blood pressure than the following one by Ma- 
homed: ‘‘The occasional appearance of sugar 
in the urine does not prove the existence of dia- 
betes, nor does the presence of albumin on one 
occasion indicate nephritis. But as the con- 
stant occurrence of sugar and albumin in the 
urine may safely be assumed proof of the pres- 
ence of disease, so also the persistent existence 
of high pressure in the arterial svstem may be 
regarded as a fair indication.of what we may 
expect to follow. .. .’’ 

Perhaps because of the untimely death of this 
remarkable clinical investigator at the age of 
33 years, Mahomed’s contributions received no 
credit. An obituary in the Medical Times and 
Gazette in 1889*1, referring to his work on vas- 
cular and kidney diseases, says: ‘‘On his work 
on this subject, and upon the teaching of sphyg- 
mography, it may be said that like all his original 





labours, they are most suggestive, and will un- 
doubtedly form the ground work of future 
knowledge which others must now endeavor to 
supply’’. Mahomed’s contributions stand out 
as classic examples of keen observation, wisdom 
and logie. 

Mahomed’s vision and the foresight of his 
genius are also illustrated by his zeal to estab- 
lish international collective investigation of dis- 
ease, a field of vast significance that is still un- 
developed today. Professor Humphrey of Cam- 
bridge** expresses Mahomed’s conception of such 
investigators: ‘‘They must look for no golden 
treasures, no startling discoveries, no new revela- 
tions as to the manifestations of. diseases, or the 
methods of treatment; no redundant harvests, 
but that, by careful tilling the ground all over 
by many hands, better husbandry, better crops 
will be sure to follow’’. The cautious judgment 
of a half century following his death confirms 
the opinion that in Mahomed England lost a 
great physician. 

Soon after Mahomed, further most significant 
observations were made by Samuel v. Basch*® ** 
of Vienna. With the aid of the modified sphyg- 
mograph which he devised, he collected valuable 
information concerning the general significance 
of the state of the blood pressure in different 
gmp and diseases. Between 1880 and 1887, 

7. Basch measured the blood pressure of almost 
bai patient who came under his care; and 
although his instrument was inaccurate, it gave 
fundamental information on the general clinical 
significance of elevated blood pressure. In 1887, 
summarizing his clinical experiences** with meas- 
urements of the arterial and venous pressures 
in man, he was able to formulate important con- 
cepts as to the mechanism of the circulation in 
various cardiovascular disorders. These conelu- 
sions, I believe, must have stimulated the trend 
of modern investigation of the circulation more 
than is generally appreciated. v. Basch, through 
his direct and simple observations of patients, 
critically analyzed the stimulating but often 
erroneous dogmas of Traube, which had been 
mainly based on animal experiments. v. Basch 
first claimed, in opposition to Traube, that no 
definite relationship exists between arterial and 
venous pressure in circulatory failure; that ele- 
ration in the venous pressure may be quite in- 
dependent of the arterial pressure. He also 
observed that severe circulatory failure may be 
present both with normal and with elevated 
blood pressure. v. Basch also suspected that 
failure of the circulation occurred in a group 
of conditions with different mechanisms, but sim- 
ilar symptomatology. This wise and intelligent 
concept, expressed over forty years ago, is still 
unappreciated by a number of investigators to- 
day. Of course, v. Basch had no clear idea of 
the exact relationship between hypertension and 
arteriosclerosis, for he definitely stated that in 
arteriosclerosis the arterial blood pressure is 
very high. He also observed that in some in- 
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stances palpation of the arteries reveals no evi- 
dence of sclerosis, since the sclerosis in these pa- 
tients is localized in the smaller arteries.  v. 
Basch claimed that high arterial blood pressure 
is a sensitive clinical index of arteriosclerosis. 
He urged the medical profession to measure the 
blood pressure routinely. It is no coincidence 
that v. Basch with his physiological training, 
unusual at that period, was the one among the 
prominent clinicians of Vienna whose training 
was morphological, to recognize the general 
significance of elevated blood pressure. 

With the morphological contributions of Gull 
and Sutton, and the clinical observations of 
Mahomed and v. Basch, the foundations of the 
understanding of primary arterial hypertension 
were laid. It then remained for large numbers 
of investigators in the past three decades to 
continue the building. The contributions just 
referred to had impressed the profession with 
the significance of blood pressure, which could 
now be measured with a simple instrument. Sir 
Clifford Allbutt** in England, Huchard*®*® in 
France, and Pal®® in Vienna are the clinicians 
who led the profession in the further study of 
hypertension. Sir Clifford Allbutt**, through 
scholarly labor, made important contributions 
which led to a clearer differentiation of arterio- 
sclerosis of the larger vessels and primary 
arterial hypertension or, as he called it, ‘“hyper- 
piesia’’. He considered ‘‘hyperpiesia’’, in con- 
trast to ‘‘hyperpiesis’’, a malady with a definite 
course and the character of a disease. 

Gradually, the relationship between the de- 
generative diseases of the larger and smaller 
arteries of various organs and certain clinical 
manifestations became recognized. Thus, a 
closer relationship was found between high 
blood pressure, cerebral accident, angina pec- 
toris, coronary occlusion and secondary kidney 
involvement (Allbutt, Huchard and Pal). In 
the Marburg clinic in Germany, Sawada*’, in 
1904, measured the blood pressure of a number 
of patients who had arteriosclerosis and found 
in many instances that it was normal. This, 
together with previous observations, once more 
focused attention on the problems of the rela- 
tionship between arteriosclerosis of the large 
and small arteries and hypertension. In Ger- 
many, primary hyperpiesia was not accepted for 
a long time as a separate clinical condition, al- 
though Pal, E. Frank and Fr. Munk were early 
advoeates of this new concept. 

The etiological relationship between the vas- 
cular and kidney pathology was extensively re- 
investigated with not always uniform results. 
Recently, the studies of Volhard and Fahr** have 
partially clarified the situation. 


PRESENT AND FUTURE PROBLEMS 


The contributions outlined above established 
the recognition of the clinical nature and sig- 
nificance of arterial hypertension. With the re- 
cent development of instruments of precision 





and of exact chemical methods, several aspects 
of arterial blood pressure have been critically 
reinvestigated. As in other biological problems, 
following the satisfactory solution of several 
fundamental qualitative questions, certain quan- 
titative problems have become the center of in- 
terest. Statistical methods have already yielded 
important results, and the application of these 
methods with a proper critique will surely con- 
tribute further valuable information. Knowl- 
edge of the earlier stages in the development 
and, in fact, the entire natural history of arterial 
hypertension is still lacking. The establishment 
of a definite quantitative relationship between 
the well-emphasized complications and the un- 
eventful, symptomless course of arterial hyper- 
tension will aid in alleviating the unwarranted 
pessimism of many physicians and the anxiety of 
their patients. It is easier to ascertain how often 
the complications of the condition occur, how- 
ever, than how often they are absent. The ap- 
plication of preventive measures and successful 
therapy is handicapped by lack of accurate, de- 
tailed information concerning the etiology and 
pathologie physiology of hypertension. Nu- 
merous efforts of the past decade have failed, on 
the whole, to formulate any well supported the- 
ories of the etiology. The frequent claims that 
certain normal or abnormal chemical constitu- 
ents are responsible for the presence of arterial 
hypertension have, without exception, been dis- 
proved or wait further confirmation. Unreliable 
chemical methods and the difficulty of differ- 
entiating primary changes in the chemical con- 
stituents of the blood with resulting hyperten- 
sion, on the one hand, and primary arterial 
hypertension with secondary changes in the 
blood, on the other, have caused numerous dis- 
appointments. It is doubtful if it will ever be 
proved that single chemical substances in the 
circulating blood play a dominating role in the 
etiology of hypertension. On the other hand, 
the difficulty of approaching the human vaso- 
motor system leaves an obscure field that may 
yet yield rich harvest. The lack of precise in- 
formation concerning the etiological factors pre- 
vents any rational, uniform classification of the 
different types of hypertension, at present, al- 
though recent clinical contributions have definite- 
lv established fundamental differences between 
the clinical behavior of various groups of pa- 
tients suffering from arterial hypertension. 


Measurement of the blood pressure has be- 
come a routine procedure in medical practice 
during the past twenty years. Today the blood 
pressure is the only important quantitative as- 
pect of haemodynamics, beside the heart rate, 
that can be estimated simply and accurately. 
Elevated blood pressure is but a sign. Weighty 
and perhaps futile discussions have been pre- 
cipitated as to whether arterial hypertension is 
a sign, a syndrome, or a disease. Arterial 
hypertension, primary or essential arterial 


hypertension, hyperpiesia, and arteriocapillary 
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fibrosis are, or were, used in clinical medicine 
to characterize one of the most significant patho- 
logical states of the vascular system. In the 
final analysis, however, the problem is not the 
choice of the term but the definition of the con- 
cept attached to it. 
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IRRADIATION OF PRIMARY CANCER 
OF THE BREAST* 


BY FREDERICK W. O’BRIEN, M.D.f 


ORD BERKELEY MOYNIHAN declared, in 
New York City, a few months ago, that he 
had not operated on a case of primary cancer of 
the breast for a year and did not know that he 
would ever again because he believed surgery in 
its attack on cancer had reached its limit. 


Now comes the Surgical Professorial Unit of 
St. Bartholomew’s Hospital London who, on 
the basis of their experience of the past five 
years, state that treatment of primary carcinoma 
of the breast by buried radium needles is prefer- 
able to operation. 

These statements are rather startling to us on 
this side of the water where we have been told 
that radium is of no avail, x-rays only of value 
in secondary carcinoma, and surgery of first 
moment. 

On the face of it, our brethren on the conti- 
nent are hardly less expert in surgical craft 
than ourselves. The setting aside of surgery 

*From the Roentgen Department of the Boston City Hospital, 
P. F. Butler, M.D., Chief, read in part at the annual meeting 
of the Massachusetts Medical Society, Boston City Hospital, 


June, 1929, and mid-winter meeting, New England Roentgen 
Ray Society, Boston City Hospital, January 24, 1930. 

+O’Brien—Assistant Professor of Radiology, Tufts College 
Medical School. For record and address of author see ‘This 
Week’s Issue’, page 926. 








and the adoption of irradiation is a result of the 
knowledge acquired by them from a more inti- 
mate and organized codperative method of study 
than prevails hereabouts. Whether the Ameri- 
can surgeon shall follow in the footsteps of his 
British cousin is something for him to say. 

I am concerned with the resumption of pre- 
operative irradiation in primary breast cancer 
and the continuation of postoperative irradia- 
tion. The former has quite lost caste in this 
country, while the latter is too often prescribed 
‘‘to give the patient the benefit of the doubt’’. 
This pessimistic attitude is due in great meas- 
ure to the failure of the surgeon, pathologist 
and radiologist to correlate effort and knowledge, 
as well as to the publication of immature and 
uncritical studies on a subject still in flux. 

If we are to get anywhere in this tremendously 
important question of the treatment of cancer, 
it is imperative that all hospitals comparable in 
size to this should establish a tumor clinie for the 
diagnosis and therapeutic disposal of its cancer 
cases. Such a tumor clinie need not be con- 
strued to mean the inauguration of a department 
of segregated surgery. The establishment of sub- 
departments of general surgery may well be left 
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to the adjudication of others although I feel 
with Cushing? that ‘‘by such a process of in- 
breeding the stock is rapidly weakened’’. 

A tumor elinie should function as a diagnostic 
center, a clearing house, if you will. Its per- 
sonnel should include one or more members of 
the medical, surgical, pathological and radio- 
logical services. Its members should be young 
in enthusiasm but old in experience, with a 
well-formulated policy, flexible enough, however, 
to meet the exigencies of new thought. It will 
presume an adequate record system and classi- 
fication based on that of the College of Surgeons, 
or its equal, as well as a follow-up system for 
future and maybe invaluable data. 

Here cases may be graded on purely clinical 
facts and compared with later pathological grad- 
ing and surgical findings. Lee*® has attempted 
this for cancer of the breast using age, lactation, 
rate of growth and extent of disease, to which 
he has given weight and grading factors to es- 
tablish a clinical index of malignaney. If this is 
corroborated and extended to other areas, such 
an index may well be of inestimable value to the 
practicing physician who sees these cases early. 

A tumor clinic, furthermore, will provide 
facilities for diagnostic roentgen studies and so 
preclude needless surgery in those patients show- 
ing secondary lung, bone or visceral metastases. 

When surgery is designated by the tumor 
clinic group as the particular therapeutic meas- 
ure to be employed in a case, it should pre- 
suppose a common surgical method of attack. 
One hesitates to tatk about standardization in 
surgery. It smacks too much of commercial 
efficiency. Yet it is evident that end results can 
never be compared with anything like definite- 
ness until surgeons adopt a uniform procedure 
in similar circumstances. 


Why is a cyst wall always removed? The 
fledgling answers to prevent recurrences. Saltz- 


stein’ tells us, in this matter of breast cancer, 
that 60° of surgeons do the original Halsted- 
Willy Mever radical operation; 30% frequently 
leave the minor muscle, while 8 or 10% always 
do, and 15% leave the pectoralis major in some 
cases, especially if the growth is below and out- 
side the nipple or the case is far advanced. 

Facilities for a frozen section diagnosis not 
only should be at the disposal of the operating 
surgeon but should be used by him. 

The grading of tissue by the pathologist is 
essential collaboration. To report that a patient 
has a carcinoma is woefully incomplete informa- 
tion and no longer acceptable. Knowledge of 
the radiosensitivity of a tumor will have its in- 
fluence in both surgieal teehnie and irradiation 
method. 

As Ewing’ has pointed out, high metabolism 
of tumor cells and increased or unstable vascu- 
larity render rapidly growing tumors sensitive 
to radiation and hypersensitivity may be en- 
‘ countered in this class of growth, especially 
when they are bulky, so that much caution must 





be used in their treatment to avoid accidental 
interstitial hemorrhage and bulky necrosis. 

‘‘The general physiology of the cells of ori- 
gin’’, he says, ‘‘determines the reaction to radia- 
tion. From this standpoint, one may classify 
tumors according to their degree of sensitivity 
without regard to other factors such as anaplasia 
or embryonal quality. At one extreme stand 
the lymphoid tissues, which, on account of rapid 
multiplication of cells, loose structure and active 
metabolism, are among the most sensitive of all 
tumors. The adenocarcinomas and adenomas of 
elandular origin long tend to produce orderly 
elandular structure that resists radiation. Most 
of these glandular tumors tend to cause the 
erowth of fibrous tissue, which reduces their sen- 
sitivity. The presence of much mucus interferes 
with tissue reaction and reduces sensitivity. 
Epidermoid carcinomas arise from squamous 
cells, which produce keratin and horny material 
and these cells are highly resistant. Finally, 
there is a group of sarcomas of osteogenic or 
neurogenie origin, all of which yield much inter- 
cellular material which resists radiation. Prob- 
ably the most important factor which renders 
tumors resistant is the desmoplastie property or 
tendency to produce growth of connective tissue. 

‘Much of the difficulty of treating mammary 
cancer is probably due to growth in the fat tissue 
of breast and axilla. Moreover, in such tissue 
the capsules of lymph-nodes are poorly devel- 
oped and readily traversed by tumor eells.  Tis- 
sues altered by previous inflammation, espe- 
cially by syphilis, are readily invaded by tumor 
cells, and give poor conditions for the curative 
reactions from radiation. On the other hand, the 
lymph-nodes enjoy peculiar advantages for the 
control of tumor cells. The distended capsules 
restrict the circulation and exert pressure on 
the growth. Lymphocytes and plasma-cells have 
a controlling and even destructive effect on any 
tumor cell. Under some cireumstanees, lymph- 
nodes produce much cellular granulation and 
connective tissue which ineareerates and 
destroys tumor cells. 

‘“Tt is clear,’? Ewing continues, ‘‘that the 
pathologist who undertakes the diagnosis of tu- 
mors can no longer discharge his function by re- 
porting simply earcinoma or sarcoma, or even 
with a far more significant diagnosis of the tis- 
sue of origin where this is possible, but is re- 
quired to acquaint himself and the clinician with 
the grade of malignancy and the degree of sen- 
sitivity. In order to accomplish this difficult 
task he must apply himself cordially to this new 
and interesting inquiry of physiological and 
clinical phases of tumor growth. 

“‘To the radiotherapeutist, the knowledge of 
the grades of malignaney and_ radiosensitivity 
is of first importance. It enables him to form 


a more aceurate impression of the actual condi- 
tion of the patient, and the natural course of the 
disease. He will be able to anticipate lymphatic¢ 
and distance metastasis, or set aside these de- 
velopments as improbable. Knowing what radia- 
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tion can or cannot accomplish, he will have a 
sound basis for treatment both as to intensity of 
dosage and scope of the field to be irradiated.”’ 

Whether we shall use radium or x-rays in the 
treatment of these cases will be limited by the 
policy of the tumor clinic. Adequate amounts 
of radium or its derivatives and x-ray apparatus 
of required potential, under the control of a 
radiologist who is a specialist in the field, are 
essentials. Institutions that go in for research 
will, in addition, need the services of a capable 
physicist. 

One may use the filtered radium salt or radon 
in small amounts over a relatively long period, 
a gram pack during a period of hours, or prop- 
erly filtered x-rays for longer or shorter periods, 
and obtain similar results, the absorbed radia- 
tion, rather than its kind, appearing to deter- 
mine the results. 

The one important thing is that those po- 
tentially dangerous therapeutic measures should 
be under the direction of a responsible individ- 
ual who shall provide the specified dosage. The 
dosage of radium and its derivatives has been 
thoroughly worked out depending on the amount 
used, the filtration and distance. Literally, there 
is no unanimity of opinion among Roentgen 
therapists as to technic in irradiation of the 
breast, but some 80%, according to Saltzstein 
(loc-cit), are doing about the same thing, using 
(from 135,000 to 150,000) medium voltage. 

An x-ray treatment can now be specified in 
ereat detail so that it can be repeated rather 
exactly by anyone. Although there is an inter- 
national unit of quantity, the so-called rR unit 
(the & of Duane), no instrument for measuring 
it has been adopted internationally. On more 
than one occasion [I have had an internist pre- 
seribe 800 R units only to almost gasp when I 
protested such a dose meant nothing at all. As 
you all know, 800 rk units may be given with a 
variety of voltages from 80 K. V. to 200 K. V. 
with a variety of filters, distance, time, ete. 
Quimby has recently obtained experimentally 
beams of radiation having the same half value 
layer, the same absorption coefficient, or the 
same effective wave length, with voltage ranging 
from 125 to 200 K. V. by a suitable device of 
filter. 

What fatuity to employ lay technicians to give 
irradiation under the direction of a medical man 
not versed in irradiation and its problems! The 
radiation therapist must be a physician con- 
sultant with a special knowledge of biophysics 
and pathology. But above all, he must be a 
physician never forgetting that his provinee is 
the cure of disease, in the sense of curare ‘‘take 
care of’’. Physies and all that to the back- 
ground, which merely means that in radiation 
therapy, as well as in any other field of medicine, 
dosage will be based upon the general condition 
of the patient and his particular tumor or dis- 
case. 

On a priori grounds, for many years IT have 
urged the use of preoperative irradiation of the 





breast. If there is any sense in the oft-repeated 
statement that cancer cells get into the blood 
stream by operation, and if irradiation devital- 
izes the cancer cells, seals off the lymphaties and 
localizes the new growth, for which there is evi- 
dence, preoperative irradiation would seem 
logical. 

If a patient is already in a hospital bed, wait- 
ing for operation, of course it is uneconomic as 
well as poor psychology to defer operation until 
a preoperative cycle of irradiation has been com- 
pleted. But such a situation need not exist if 
patients are admitted through a tumor clinie, for 
there preoperative irradiation can be provided 
for before hospitalization. 

Lee®, whose experience with breast surgery fol- 
lowing irradiation has been exceptional, states 
that with an interval of three or four weeks be- 
tween the time of the last x-ray treatment and 
operation, it has been unusual to meet active, 
troublesome bleeding, an unpleasant incident en- 
countered in numerous cases in which irradia- 
tion was never used. 

Fibrosis is another skeleton brought out of 
the closet and rattled. In trying to find actual 
instances of fibrosis following preoperative ir- 
radiation of breast cancer, no surgeon with whom 
I have communicated would state definitely he 
had ever encountered it. 

Delayed wound healing and skin breakdown 
have also been charged against irradiation. 
Curiously enough, I have seen, as I am sure you 
all have, stimulation of wound healing by ir- 
radiation. No doubt instances of skin break- 
down followed early attempts at preoperative 
irradiation using low voltage and inadequate 
filtration, not comparable to present technic. 

The familiar objections to postoperative ir- 
‘adiation of the breast are that recurrences both 
superficial and distant follow, while longevity 
is not inereased. And yet the objectors agree 
that irradiation is the only treatment for re- 
currenees and that life is lengthened thereby. 
Our methods of application then, rather than ir- 
radiation itself, are at fault in the unsuccessful 
Cases. 

A recent report of the American College of 
Surgeons’ on the treatment of cancer of the 
breast is in reality a comparison of the end re- 
sults of surgery, with and without irradiation, 
a deeade ago. It is no sooner published than it 
is outdated and outmoded. As Pancoast® says, 
“It is a step in the right direction but .. . al- 
most without value at the present time’’. 

In the report we read: ‘‘From the records 
available in this investigation an accurate state- 
ment of the details of x-ray treatment is not 
possible. In the years 1918, 1919 and 1920, 
treatments with x-ray were given in most of 
these hospitals with what would now be con- 
sidered low voltage apparatus. In other hospi- 
tals, however, more penetrating radiation was 
available and was employed. It is to be re- 
eretted that accurate data on this subject could 
not be obtained for a sufficient number of cases 
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to justify conelusion.’’ This is a challenge to 
keep accurate data if your claims are to be given 
recognition. 

Conclusions are drawn, however; twelve of 
them, based on the x-ray treatment of ten years 
ago, which, when read without a critical analysis 
of the entire report, can leave only one impres- 
sion, that irradiation is of no value except in 
certain cases of recurrence. If this report were 
to have any present-day value, the entire series 
of eases therein recorded would have to be re- 
studied in the light of our present knowledge 
of tissue grading and irradiation. 

Smith and Bartlett® have done this for a group 
of 234 cases of malignant breast tumors and 
conclude the results were uniformly better after 
postoperative x-ray treatment, both as to gross 
figures, to type of operation and to degree of 
malignancy. 

Lee (loe-cit.) writes: ‘‘The treatment of car- 
cinoma of the breast by irradiation methods, 
alone or combined with radical surgery, gives a 
higher percentage of good five-year results, than 
when radical surgery alone is employed. Pre- 
operative irradiation adds to the percentage 
figures of satisfactory five-year results. High- 
voltage treatment should be employed, permit- 
ting an interval of three or four weeks between 
treatment and operation. Carried out in this 
way, bleeding at operation is not more active 
and wound healing is not delayed. Post-opera- 
tive radiation has increased the length of life 
after operation and has vielded a higher per- 
centage of satisfactory five-year results than 
when radical surgery alone was employed. Ra- 
dium is a more effective agent than Roentgen- 
rays in dealing with this disease.’’ 

The experience of Schoute and Orbaan"®, based 
on 106 collected eases in one hospital, in nearly 
all of which the same surgeon operated in the 
same way, the diagnosis was controlled by micro- 
scope, and the roentgen treatment (medium vol- 
tage) was always given in the same manner, 
showed 44.4% alive after five vears as against 
35.9% following operation only, so they con- 
clude, ‘‘We are justified in going on with 
Roentgen treatment after operation for ear- 
cinoma. We ean go farther and say we should 
not be justified in stopping.’’ 

From Forsell’s" clinic at Stockholm comes the 
following, ‘‘We have been practising the pre- 
operative treatment of operable carcinoma of 
the breast as Radiumhemmet for the last five 
vears. It is far too early, therefore, to pass any 
decisive judgment on the strength of statistical 
results, as to the value of this form of treatment. 
A preliminary computation of the results—to be 
published in Acta Radiologica in the course of 
1929—goes to show, however, that recurrences 
are obviously less frequent and that they occur 
later in those cases where preoperative roentgen 
treatment has been given. In most eases the 
‘classic mammary amputation is carried out 3-4 
weeks after conclusion of the treatment. It is 





very important that the operation should be 
carried out when the tumor is still under full 
influence of the irradiation. After the operation 
postoperative treatment is given, the usual tech- 
nic being followed.’’ 

Then there is the testimony of the brilliant 
work with radium at St. Batholomew’s, London. 
Of the group reported by Keynes’’, 90 patients 
were treated; 23 are recent; of the remaining 
67, 41 have been operable and 26 inoperable. A 
good result has been obtained in 45 of these 67, 
12 of the 45 being inoperable. Patients have re- 
mained apparently cured up to 4 14 years after 
treatment. 

Pfahler'’, the dean of radiation therapists in 
America, in summary of a review of 939 private 
patients referred for treatment of cancer of the 
breast, says :-— 

‘“Preoperative treatment and postoperative 
treatment are advised, because of theoretical, 
experimental and clinical proof of their value. 
In the advaneed cases of carcinoma with in- 
volvement of glands, preoperative and _post- 
operative treatment give 46% of five-year cures, 
while 38° of the totally inoperable cases are 
made operable and in 10% of these patients 
were alive after five years. 

‘*Postoperative treatment was used in 242 
eases (only 25 per cent. of 939 cases). Of the 
patients without involvement of glands 89 per 
cent., and of those with involvement of glands 
47 per cent., were symptom-free after five years. 
We, therefore, advise postoperative treatment 
in all cases within two weeks after operation. 
The statistics recorded in the literature show 20 
per cent. of five-year cures by operation alone, 
when glands are involved, and 35 per cent. when 
irradiation is added. Taking the good and bad 
reports, it is evident that postoperative roentgen 
treatment gives 75 per cent. improvement over 
surgery alone, and our own records show ap- 
proximately 100 per cent. improvement. Pri- 
mary operable carcinoma should be treated by 
irradiation when operation is contraindicated, 
but in general it would seem that a combination 
of surgery and irradiation adapted to the in- 
dividual case may be expected to give the best 
results.’ 

The record of radiation therapy will, by the 
very nature of the thing, resemble a palimpsest 
in its erasures and corrections. Much of the 
distrust of preoperative and postoperative ir- 
radiation has been due to the injudicious use 
of x-rays and radium over a period when their 
therapeutic use was more or less empirical. 


The era of therapeutic nihilism in pharmacol- 
ogy we have all witnessed. The nihilist at one 


time was startling, but we are all quite fed up | 


on this sort of thing. To tell a patient suffering 


from pain from peptic ulcer that he will do as 
well without medical treatment as with may be 
true statistically, but it is to forget that there 
are efficacious remedies for pain and a hygienic 
regimen for the symptoms of peptic ulcer. 
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I have surveyed 71 cases of breast cancer 
treated postoperatively in this hospital between 
1923-24-25, in 50% of which irradiation was not 
begun until ten months after surgery. This 
probably reflects the attitude of the futility of 
irradiation held by many surgeons, but I am of 
the opinion it most probably reflects the fail- 
ure to utilize the facilities of the hospital, due 
to the anxiety to get patients in and out of beds, 
so that irradiation is.not thought of until sec- 
ondary carcinoma appears. 

Irradiation now has something definite to 
offer. With the reports at hand on the efficacy 
of preoperative and postoperative irradiation in 
breast cancer, there is every reason why it should 
be resumed. Until our present methods of ir- 
radiation have been analyzed in conjunction with 
a standardized surgical procedure and patho- 
logical control, prophylactic irradiation must be 
considered of the greatest value in the treatment 
of primary mammary cancer. 

Perhaps we may perfect our surgical, patho- 
logical and irradiation methods only ultimately 
to halt because we cannot plumb the depths of 
a biological process in the terms of physics. But 


until we have perfected what we can well per- 
fect, we should not accept the nihilism that is 


about us. 
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HEMATURIA* 


BY CHANNING 


LOOD in the urine in any amount, even 

microscopic, is pathological and its source 
should be investigated at once because of the 
great number of serous lesions that may be its 
etiology. The mere observation of bloody-look- 
ing urine will frighten most people into con- 
sulting their physicians. However, there are 
only too many others who procrastinate either 
because the blood was seen but once or twice 
and they think the matter is transitory, espe- 
cially if it is unaccompanied by other symptoms, 
or because they fear investigation and the pos- 
sibility of its leading to an operation. They 
prefer to just ‘‘earry on’’ with a sort of ‘‘ostrich 
attitude’’. 

On the other hand, failure of prompt diag- 
nosis does not ‘always lie with the patient. Too 
often the physician plays the part of the dan- 
gerous optimist, merely prescribing some 
placebo, like hexamethylenamine. Another er- 
ror on the part of the physician is the failure 
to make a microscopic examination of the urine 
of a patient with symptoms of a possible uro- 
logical lesion, thereby entirely overlooking a 
microscopic hematuria, which is just as liable 
to indicate serious etiology as a frankly bloody 
urine. 

The importance of hematuria has been harped 
upon again and again but, judging from the 


*Read at a Urological Staff Meeting at the Massachusetts 
General Hospital in February, 1930. 

From the Urological Clinic of Dr. John H. Cunningham. 

+Swan—Assistant Urologist, Massachusetts General Hospital. 
For record and address of author see ‘This Week’s Issue’, 
page 926. 
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neglected cases one sees constantly in hospital 
and private practice, many of the profession 
are not yet awake to its serious possibilities. 

E. L. Young of Boston, in 1922, went over 
the genito-urinary house cases at the Massa- 
chusetts General Hospital for a period of 10 
years. He found that 46% of them had gross 
hematuria at one stage or another. The list 
of cases presented includes all the major patho- 
logical processes seen in this branch of surgery. 


In 1924, at a symposium on hematuria, Locke 
and Minot of Boston discussed hematuria as a 
symptom of systemic disease, including blood 
diseases, infections, toxic agents, congestive 
heart diseases, ete. Chute of Boston spoke on 
the importance of hematuria as a symptom and 
reviewed his last 100 cases in which hematuria 
had been a presenting symptom; of these 44% 
had malignant disease. At the same meeting, 
Herman of Philadelphia, speaking on renal 
hematuria, reviewed a large series. Some of his 
conclusions, which are really axioms of urologie 
hematuria, are: 


1. Lesions primarily in the upper urinary 
tract contribute more than 50% he- 
maturia. 

2. The majority of renal hematurias are 
microscopic. 

3. <At least 30% of massive hematurias are 
caused by tumors of the bladder. 


Kretschmer of Chicago, in 1925, showed that 





in 833 cases of hematuria, 331 were due to le- 


Hy 
i} 
Hi 
















pauses ec Sa 


renee some n Se 


a sc 


ara 
saretertaaeiet yt 


YEO SLR 


A 


or 





902 


sions of the kidney in order of prevalence as 
follows: 


1. Tuberculosis 

2. Stone 

3. Pyelitis 

4. Malignant Disease 


5. Nephritis. 

Then in 1926, Eisendrath of Chicago wrote on 
‘‘Hematuria: Its Interpretations,’’ and divided 
its causes into three main groups: 


(a) Systemic — Haemophilia, Erythremia, 
Purpura, ete. 

(b) Lesions of the contiguous structures, 
i.e., appendix and internal female 
venitalia 

(c) Lesions of the genito-urinary — tract 
proper. 


Two-thirds of all hematurias, he says, come 
from group ‘‘C’’, and of this two-thirds, 70% 
comes from the upper urinary tract, and 30% 
from the lower urinary tract. His figures thus 
agree with those of Herman quoted above. 

To refresh our memories on the great variety 
of causes of hematuria of the genito-urinary 
tract, I will mention the chief ones: 

Kidney: Nephritis, neoplasm, cystic disease, 
tuberculosis, pyogenic and other 


non-tuberculous infections, mov- 
able kidney, and stone. 

Ureter: Ureteritis, including _ stricture, 
stone and neoplasm. 

Bladder: Varicosities, ulcers, simple or tu- 


bereular, acute and chronie cystitis, 
stone, neoplasms. 
Benign and malignant 
acute infections. 

Acute and chronic urethritis, strie- 
ture and polyp. 


Prostate: growths, 


Urethra: 


The term 
dropped, as 
ignorance. 

Following is a discussion of some eases in 
which hematuria occurred : 


CasE 1—J. F.—Age 36. 

The patient's first symptoms, hematuria, frequency 
and dysuria, began between 5 and 6 months before 
he was referred to us. He stated that he at once 
consulted his physician, who gave him capsules and 
a tonic, and told him he had cystitis. With these 
placebos and bladder lavage, his symptoms immedi- 
ately subsided until 4 days before entry, when he 
had what he called a hemorrhage from the bladder, 
with pain in the right lower back. 

Cystoscopy showed a few punctate hemorrhagic 
areas, suggestive of tuberculosis. Catheters went 
readily to both kidneys without obstruction. The 
sediment from both kidneys contained blood and pus. 
The split function test was normal from both sides. 
X-ray revealed both kidneys enlarged, the right being 
the larger. A right pyelogram showed a mild de- 
gree of inflammatory destruction. The urine from 
the right kidney was microscopically positive for the 
tubercle bacillus, and the guinea pigs injected with 
urine from both kidneys showed tuberculosis at 
autopsy. A diagnosis of bilateral renal tuberculosis 
was made, with secondary vesical tuberculosis, and 
the patient was placed on general hygienic and 


‘‘essential hematuria’’ should be 
it is merely a term of diagnostic 
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tubercle bacillus treatment. To date, 10 months from 
entry, he is considerably improved in general condi- 





—————~7 


Right pyelogram. 


Bilateral renal TBC. 


CASE 1. 


tion and can hold his urine over two hours, whereas 
he could searcely hold it a half hour when we first 
saw him. 

Had the diagnosis been made earlier, this 
patient might have been spared the marked 
painful frequency with which he presented him- 
self. The delay in making the diagnosis was 
entirely the physician’s fault. 

CasE 2—C. J. G.—Age 50. 


Three months prior to entry the patient felt some- 
thing “give” in the left side, when he lifted a heavy 





box. There was a gradual onset of pain in the left 
! 
} 
. 1 
| 
L — 4 
CASE 2. Papillary cyst adenoma of kidney. Left pyelogrum. 


hip and back. The urine contained considerable 
microscopic blood. His physician told him he had 
trouble in his lett kidney. The patient himself, how- 
ever, procrastinated until the pain became stabbing 
in character. 





When seen and cystoscoped, 3 months after onset, 
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his bladder was negative, there was no obstruction 
to the passage of the catheters to both kidneys, but 
the flow from the left side was distinctly bloody, 
and the split function test showed a somewhat dimin- 
ished quantity of dye from the left kidney. Function 
from the right was normal. A left pyelogram showed 
a filling defect of the pelvis and blunting of the 
calyces, suggesting a tumor. 


CASE 2. High dry power. Papillary cyst adenoma of kidney. 


At operation, one week later, a well circumscribed 
tumor of the lower pole of the left kidney was found. 
Resection, rather than nephrectomy, was done. The 
pathological report showed a papillary cystadenoma 
of the kidney with beginning malignancy. The pa- 


ate 










CASE 2. High power (1200X). Papillum cyst adenoma 
or kidney. 


tient was given a thorough course of deep x-ray ther- 
apy shortly after discharge from the hospital. He 
has had no recurrence of symptoms to date, a period 
of 1 year, 9 months. 


Whether this patient is permanently cured is, 
of course, quite problematical, but by procrast!- 








nation he kept his serious lesion nearly three 
months longer than necessary. 


Case 3—F. C. B.—Age 56. 

A profuse, painless hematuria began 10 days before 
entry. There was pain in the left kidney region 
on the tenth day, severe enough to make him consult 
his physician, who sent him to us at once. 


CASE 3. Adenocarcinoma of kidney. Right pyelogram. 


On physical examination, the left kidney region 
was slight!y tender, but no masses were felt. On 
cystoscopy, the bladder was negative except a small 
clot of blood, seen projecting from the left ureteral 
orifice. A left pyelogram revealed a pelvis almost 





CASE 3. Low power of tumor. Adenocarcinoma of kidney. 


entirely obliterated. The function from the right 
kidney was normal. 

At operation, a rather large left kidney, with the 
fat very adherent to it, was found. The kidney was 
obviously the site of the tumor and, therefore, a left 
nephrectomy was performed. The pathological re- 
port read “Adenocarcinoma of kidney with acute 
and subacute nephritis”. The pathologists said the 
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tumor arose from the parenchyma of the kidney, 
and not from the pelvis—a rare form of pathology. 

The patient died from uremia, some weeks after 
the operation, the remaining kidney never function- 
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CASE 3. High power (120) showing normal tubules with 
tumor cells running in the tissue between tubules. 


CASE 3. High power (1200) showing mitotic figures and 
large tumor cells at edge of tubule. 


ing properly after operation, despite its good pre- 
operative phthalein test. 


The ease does not register neglect on the 
part of the physician or patient, but shows again 
the seriousness of the lesion causing hematuria, 
and the fact that, even from the first symp- 
toms, the lesion may prove fatal despite all that 
can be done. 

Case 4—F. C.—Age 32. 

This patient was taken, in New York, with what 

he and his physician thought was an attack of grippe. 


He had been previously perfectly well. There were 
no urinary symptoms. The physician noted a cloudy 








urine and made a microscopic examination of it, 
which showed blood and pus. The patient seemingly 
recovered from his so-called grippe but, following 
the doctor’s orders, on his return to Boston he con- 





CASE 4. Dr. Farrar Cobb’s case. Twelve stones in lower 
end of ureter. 


CASE 4. Dr. Farrar Cobb’s case. Two renal and twelve 


ureteral stones. 


sulted Dr. Farrar Cobb, who had an x-ray taken. 
This showed twelve stones in the dilated lower end 
of the left ureter and two stones in the left kidney. 
Cystoscopically there was the appearance of a ure 
terocele, caused by the weight of the twelve stones 
in the ureter diverticulum. Dr. Cobb removed the 
ureteral stones through a suprapubic cystotomy. He 
asked me to help in the postoperative care and at 
the nephrectomy done several weeks later. The 
patient is now well and back in a responsible job. 


Here was a ease of so-called grippe with no 
urinary symptoms, but the intelligent examina- 
tion of the urine and the advice to have fur- 
ther investigation led to the finding of a most 
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extraordinary case of stones in the ureter and 

kidney. 

Cases 5 and 6 of bladder tumor presented themselves, 
giving a history of a long neglected hematuria. 


C. M. H., aged 61, had first noticed hematuria with 
clots 3 years before entering. His hematuria had 
lasted only a day or two at first and he thought 
nothing of it. There had been recurrence every 6 


4 





CASE 4. Cystogram after removal of ureteral stones. Renal 
stones still present. 


months to the present time, but since it only lasted 
for a day or two, he had never had the cause investi- 
gated. We found that he had a narrow stricture, 
so that it was necessary to cut this before cystos- 
copy could be done. The cystoscope revealed an 
elevated and nodular growth with a fluffy top, located 
over the trigone against the posterior wall. Its ap- 
pearance was typically carcinomatous. Operation 
was done two days later, consisting of resection of 
the tumor and a wide area of bladder wall. It was 
so close to the ureteral orifice that the ureter had 
to be transplanted. Pathological report showed a 
malignant papilloma of the bladder, containing abun- 
dant mitotic figures. The patient made a very un- 
eventful convalescence in the hospital and was given 
a course of deep x-ray therapy upon discharge. He 
has, however, subsequently died, several months aft- 
er operation, death undoubtedly being due to metas- 
tasis or uraemia. 


G. L., aged 48, had had hematuria off and on for 
4 years with almost constant hematuria for 8 months. 
Cystoscopy showed, on the right side of the bladder, 
just above the right ureteral orifice, a sessile, indu- 
rated mass, the size of a large grape, which extended 
across the trigone onto the left side. The clinical 
diagnosis was carcinoma. Operation was performed 
two weeks later, consisting of suprapubic cystotomy 
with resection of a rather large papillary tumor 
which had a small base. The base was thoroughly 
fulgurated. The pathological report showed a papil- 
loma of the bladder, of low grade malignancy. The 
patient made an uneventful convalescence from the 
operation and it is now 8 months since he left the 
hespital; so far he is in good condition, with no 
evidence of further trouble. 


_ These two cases, both seen within a compara- 
tively short time, are shocking examples of neg- 
lected hematuria, both patients having had this 
Symptom off and on for at least 3 vears. The 
neglect of the bleeding in these cases was not 





entirely the patients’ fault, as both of them 
had seen one or more physicians a long time 
before they were ever referred for urological 
study. 


CasE 7—M. V.—Age 19. 

This patient consulted us because of persistent 
right lower quadrant pain unrelieved by appendec- 
tomy. The urine contained microscopic blood and 
a few pus cells. Cystoscopic investigation revealed 


CASE 7%. Double ureter. Left pyelouretergram. 


bilateral double ureters. The symptoms were only 
on the right side, however, probably because the 
bifurcation of the ureter was above the pelvic brim 
on that side. When the bifurcation is lower, symp- 
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CASE 7. Double ureter. Right pyelouretergram. 


toms are not as liable to develop. Passage of No. 6 
catheters up the right side with renal lavages re- 
lieved the pain and there has been no recurrence 
in over a year to date. 


This patient represents that unfortunate 
group who have been subjected to exploratory 
laparotomy with routine appendectomy without 
complete examination of all possible causes for 
their so-called chronic appendicitis. Statisties 
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from large clinies, i.e., the Mayos, ete., show 
that approximately one-fifth of the patients with 
stone in the ureter have had previous appendec- 
tomy without relief. 

It is the purpose of this paper to demonstrate 
from actual case histories the serious possibilities 
behind every case of hematuria, and when we 
say hematuria, we mean microscopic hematuria 
as well as macroscopic hematuria. Every pa- 
tient, whether complaining of symptoms of 
genito-urinary pathology or not, should have a 
careful microscopi¢ urinalysis. If blood is found 
and medical and systemic causes have been ruled 
out, the patient should be at once referred 
to a urologist for differential urologic diag- 


nosis. If this is done, the physician is relieved 
of his responsibility and the patient has only 
himself to blame for what may well be fatal 
procrastination. 
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A NOTE RESPECTING THE NEW HAMPSHIRE 
MEDICAL SOCIETY, CONCORD, NEW HAMP- 
SHIRE. April 30, 1930. 


The 139th annual convention of the New Hamp- 
shire Medical Society will be held at the Masonic 
Temple in Concord from Monday, May 12, through 
Wednesday, May 15. Many New Hampshire physi- 
cians and many members of the profession from 
neighboring states are expected to attend. 

The first day will be devoted to a meeting of the 
Tiouse of Delegates and a registry of the members 
and their guests. All attending the sessions are re- 
Guired to register and receive a badge before cuter 
ing the General Assembly Hall. 

On Tuesday, President Henry O. Smith of Hud- 
son will call the meeting to order at 10 A. M. and 
introduce Dr. Osman H. Hubbard of Keene who 
will speak on ‘“Arteriosclerosis of the Coronary 
Arteries with Report of Autopsy”; Dr. Frederic 
Cotton of Boston who will address the assembly on 
“Fracture Treatment”; and Dr. Alvin A. Lucier of 
Nashua who will have for his topic “Medical Testi- 
mony”. The afternoon speakers will be Dr. Fred- 
erick M. Allen of Morristown, New Jersey whose sub- 
ject will be ‘‘Methods and Results of Diabetic Treat- 
ment”; Dr. Richard W. Robinson of Laconia who 
will speak on “Pyuria in Children”; and Dr. H. C. 
Pickwick of Lisbon who will speak on a “Case of 


Undulant Fever”. 





On Wednesday the speakers will be Otis M. Little- 
field, D.D.S., of Manchester on “Some Phases of 
Dentistry which should concern the Medical Practi- 
tioner’; Dr. Arthur W. Burnham of Lebanon on 
“The Present and Future State of the General 
Practitioner in New Hampshire’; Dr. John F. Gile 
of Hanover on ‘Pathological Changes of the Endo- 
metrium”’; Raymond H. Marcotte of Nashua on 
“Otitis Media in Children’; Dr. Timothy Leary, Dr. 
Abraham Myerson, and Dr. John S. Hodgdon of Bos- 
ton on “Intracranial Pathology Lesions, Diagnosis 
and Treatment”. 

An interesting feature of the meeting will be the 
presentation of Gold Medals to George Winsor Hatch 
of Wilton, Melvin T. Stone of Troy, and George H. 
Sanborn of Henniker in recognition of their fifty 
years’ membership and 50 years continuous practice 
in their present locality. They will be presented the 
medals bs Henry O. Smith. M.D., president of the so- 
ciety and will receive the congratulations of the 
state from His Excellency Governor Charles W. To- 
bey and from the Dartmouth Medical School by Dr. 
Frederick P. Lord of Hanover. 


A banquet at the Eagle Hotel will mark the close 
of the session on Wednesday evening, Dr. M. L. 
Harris, president of the American Medical Asso- 
ciation and Hon. Royal S. Copeland, United States 
Senator from New York will be among the dinner 


speakers. 
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MEDICAL PROGRESS 


PROGRESS IN 


OBSTETRICS* 


BY JOHN ROCK, M.D.t 


UMAN knowledge is conclusions drawn from 

accumulated experience. Progress is sub- 
mission to those laws which express the knowl- 
edge gained from experience. Anthropologists 
tell us that some of the most primitive races have 
the intellectual capacity of the highly vaunted 
Caucasian or Mongol. These races are still prim- 
itive because of their failure to accumulate ex- 
perience and abide by what it teaches. Thus 
are they still impotently subject to the apparent 
vagaries of nature. We, on the other hand, strug- 
gle to know more and more of her dark and del- 
icate ways, that we may adjust ourselves to 
them, and thus enjoy the comfort of exercising 
will and choice, instead of suffering the pain of 
compulsion and frustration. 


Like all other branches of human knowledge, 
obstetrics, too, depends on experience, and prog- 
ress in obstetrics comes from the observance of 
laws based on that experience. Judging purely 
from the amount of obstetrical experience which 
mankind has had, knowledge of the subject 
should resemble the mind of God; but unfortu- 
nately experience to be serviceable must be ac- 
curately comprehended. There are few doctors 
who have not observed parturition; but those 
are indeed rare who see with the eyes of the 
mind, and learn and teach from what they see. 
We, who are interested in maternity work, must 
seek these men out, listen to them, and try thus 
to achieve what we will in a given case by know- 
ing and submitting to the laws as discovered, in- 
stead of having to suffer failure and disappoint- 
ment by relying on false tradition. 

It is not easy accurately to identify what is 
good in a man’s work, and what will, if applied 
broadly enough, show itself as wrong. But if 
his work shows careful thought and observation 
it may likely contain comprehended experience, 
and his theories may be logical projections, and 
so his work must be considered. It may be that 
more careful workers will later detect errors 
here and there; but only those who get abreast 
have any chance to step ahead. 


ANTEPARTUM 


Diagnosis of Pregnancy—For many years it 
has been known that pregnancy lowers the 
threshold of sugar tolerance, and many workers 
have tried to evolve from this fact a method 
Which will determine the presence or the ab- 
ao before the New Bedford Medical Society, March 24, 
30, 
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sence of a living fertilized ovum. None is. 
sufficiently accurate. Lately diagnostic ma- 
neuvers have shifted from carbohydrates in the 
blood and urine, to the more romantic endocrine 
chemicals. Ascheim and Zondek*, of Berlin, 
continuing their brilliant work on the anterior 
pituitary hormone, have evolved a test for preg- 
naney which depends on the presence of this 
agent in the urine during the first few doubtful 
months, and on the function of this agent as 
‘‘the motor which drives the ovary’’. The test 
is not perfected. Urine is injected into immature 
mice. If the patient is pregnant the urine con- 
tains anterior pituitary hormone, which will 
cause follicular development in the mice. Read- 
ings are made by examination of the ovaries. 

This diagnosis of pregnancy, by demonstration 
of the anterior pituitary hormone, differs from 
one proposed by Mazer and Hoffman’, of Phil- 
adelphia, who suggest that the presence of ova- 
rian hormone in the blood and urine is diagnostic 
of pregnancy, and that its detection ‘‘is com- 
paratively easy and applicable in the routine 
work of a gynecologic laboratory’’. This” par- 
ticular substance is variously called follicular 
hormone or extract, female sex hormone, as weil 
as ovarian hormone. Its presence has been dem- 
onstrated in the follicles of the ovary, the pla- 
centa, and even in plants and in the urine of 
males. It must not be confused with the specific 
corpus luteum extract, the other ovarian hor- 
mone, which Corner has so brilliantly demon- 
strated and dubbed ‘‘progestin’’. Ascheim and 
Zondek think that the elaboration of follicular 
hormone is dependent on the prior formation of 
anterior pituitary hormone, and that-it does not 
occur in the blood or body fluids so early as does 
its theoretical evocator. Years ago the ovarian 
hormone was shown by Allen and Doisey? at the 
University of Missouri to be the cause and regu- 
lator of estrus, and its injection to occasion this 
phenomenon in spayed mice and rats. Long 
and Evans’, in a splendid monograph, described 
exactly how to recognize and follow this phe- 
nomenon by the changes in cell content of vaginal 
smears. The technique of making and the read- 
ing of these smears is very simple. <A glass drop- 
per containing one or two cubic centimeters of 
salt solution is inserted into the vagina, emptied, 
and before withdrawal is refilled from the 
vaginal pool. This washing is then smeared, 
dried, and stained. Variations in the relative 
numbers of nucleated epithelial cells, polymor- 
phonuclear leucocytes and non-nucleated corni- 
fied cells signify stages in the estrous cycle. 

To detect the presence, then, of female sex 
hormone in the urine Mazer and Hoffman have 
injected into spayed white mice (probably into 
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the peritoneal cavity), fairly large quantities of 
catheter urine. If the patient is pregnant, they 
think, there will be ovarian hormone in the 
urine, and estrus will supervene in the test ani- 
mal. If the patient is not pregnant, there will 
be no hormone in the urine, and estrus will not 
occur. There is great promise in this. They 
have made but a preliminary report of unfin- 
ished work. The test is not yet accurate enough 
for clinical use but its development and modifi- 
eation will prove very valuable. 

Their immediate problem is to concentrate, the 
hormone in the urine so that smaller and 
safer volumes of urine need be injected into the 
tiny test animals. This task is doubtless much 
simplified already’ by the evolvement of a 
method which actually isolates in crystal form 
this powerful substance from the urine of women 
well advanced in pregnancy. 

Siddall®, at Western Reserve University, has 
shown that blood serum from pregnant women 
both early and late in pregnancy will cause 
changes characteristic of the effect of anterior 
pituitary hormone on the ovaries and of ovarian 
hormone on the uterus of white mice. He offers 
this method as a test of pregnancy. Mazer and 
Hoffman’s, if perfected, will be simpler. 

Eventually it may be shown that the change 
in sugar metabolism which occurs early in preg- 
nancy is due to the presence in the blood of the 
ovarjan or the anterior pituitary hormone and 
that the blood sugar curve of a test animal may 
vary from normal by the injection into the ani- 
mal of hormone-containing blood or urine from 
the pregnant woman: a possibility suggested by 
the study of pregnancy in rabbits by Smith’, at 
the Free Hospital for Women. 

Diet in Pregnancy.—Ten years ago after ex- 
tensive chemical investigation Slemons‘, then of 
New Haven, now of Los Angeles, wrote: ‘‘ There 
is no diet specifically adapted to the state of 
pregnancy : the prospective mother may exercise 
the same freedom as any one else in the selec- 
tion of food. She should, however, choose what 
will agree with her and avoid that which she 
cannot digest and assimilate. Personal experi- 
ences in the main must guide every one as to 
what to eat and most women follow the dictates 
of appetite after they become pregnant as safely 
as they did before’’. He continues: ‘‘In a prae- 
tical sense the quantity of the mother’s food is 
more influential than its quality. Popular opin- 
ion holds that during pregnancy the mother 
‘should eat for two’. This doctrine is erroneous. 
A diet which has previously been ample will 
likewise be sufficient during pregnancy.’’ Most 
of what he said is correct: but today it gives 
the wrong impression. One might infer that 
it is safest to let the mother alone, to feed her- 
self as she will. The policy of ‘‘laissez faire’’ is 
the recourse of only the weak, timid, or ignorant. 
Whether we will or not, women, whether preg- 
nant or not, are interested and concerned with 
diet, and the conscientious obstetrician must 
take the responsibility for a proper regimen. 





Sufficient calories must be taken, but the mother 
must not gain more than thirty pounds during 
pregnancy, an average of less than four pounds 
per month. Fats must be limited, for the fetus, 
unable to obtain fat through the placenta, must 
be supplied with plenty of carbohydrate from 
which it makes its own lipoids. We all fear the 
nitrogenous proteins which are so closely re- 
lated to the various toxemias of pregnancy, yet 
some are necessary for tissue building. Two 
years ago MecLeod*, of Columbia, published her 
conclusions that. in the rat, reproduction and 
lactation were markedly improved if large quan- 
tities of fresh meat were included in the diet. 
If milk were given, less meat was necessary and 
that could be dried. Protein is necessary for its 
vitamin and mineral contribution as well as for 
its amines. ° 

From Mayer’s Frauenklinik at Tubingen 
comes the trenchant observations of E. Vogt’. 
‘‘1, The fetus requires comparatively large 
amounts of vitamins at least of vitamins 
A, B, C, and D. 2. Insufficiency of these vita- 
mins in the mother’s diet leads to pathological 
manifestation of hypovitaminosis in the young. 
Lack of vitamin B may eause abortion or prema- 
ture birth of a weak child: lack of vitamin C 
may lead to characteristic disturbances in the 
formation of blood, teeth, and bones. 3. Since 
not all the vitamins can be formed in the body, 
but must be aequired in the food, it is essential 
that the dietary in pregnancy supply abundant 
vitamins, through green vegetables, fruits, eggs, 
milk, and milk products. 4. Besides the mater- 
nal source of vitamins in the diet, an artificial 
source is also open: cod-liver oil is rich in vita- 
mins A and D; yeast, in B and D; and irradi- 
ated oil in D. 5. The oceurrence of habitual abor- 
tion, premature labor, or the delivery of still- 
born fetuses near term and the occurrence of 
eclampsia constitute strong indications for the 
inclusion of vitamins in the diet as early as pos- 
sible in pregnaney.’’ These are strong words. 
There is no proof that the above-mentioned 
catastrophes in humans, such as abortion, are 
eaused solely by lack of vitamins, but there is 
also no proof that a deficiency of vitamins does 
not expose the patient to such troubles. Fur- 
thermore it has been proved that intrauterine 
death can be caused in laboratory animals by 
withholding various vitamins when all other 
living conditions are right. An excess of vita- 
mins apparently does no harm. If our patients 
for one reason or another cannot eat freely of 
green vegetables, fruits, eggs, milk, and milk 
products, then we should give them cod-liver oil, 
either as such or in tablet form, and some one 
of the yeast preparations. 


There are still other aspects of diet which con- 
cern us. Vogt!®, also draws attention to the 


calcium requirement of the pregnant animal in 
which caries occurs if vitamins and calcium are 
both deficient, and in which earies can be pre- 
vented by feeding milk, fruit, and vegetables. 
He says osteomalacia has been successfully pre- 
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vented by feeding vitamin D, plentiful in yeast 
and in viosterol. Concerning calcium we might 
remind ourselves of the helpful work done by 
Bauer and Ropes", at the Massachusetts Gen- 
eral Hospital in 1926. ‘‘Calcium lactate admin- 
istered in five gram doses to nine normal sub- 
jects gave a maximal elevation of 14% of the 
serum calcium. This maximal rise comes be- 
tween the first and the fourth hour after in- 
jection, but some elevation is usually maintained 
over a period of more than twelve hours.’’ 
Loew”, of Munich, also stresses the value of cal- 
cium in pregnancy and says: ‘‘Calecium reten- 
tion can only be secured by a favorable degree 
of blood alkalinity, leading to a prevention of 
too high a degree of acidity of the urine, and 
thus also preventing loss of calcium over the 
normal... ’’. Continuing, he offers an im- 
provement in administration. ‘‘ ... Calcium 
lactate is combined with sodium lactate in the 
form of the double salt of calcium sodium lac- 
tate. The sodium lactate easily passes into so- 
dium carbonate indispensable for the alkalinity 
of the blood. Thus the double salt represents 
not only a means of administering calcium in 
a most convenient form but also of securing the 
important factor of calcium retention and cal- 
cium assimilation. The presence of sodium lac- 
tate exerts also a beneficial effect on the con- 
sistency of the feces, which assume often a high 
degree of compactness when calcium lactate alone 
is administered.”’ 


The praiseworthy cure by diet of a mother 
who four times suffered the delivery of a child 
with hemorrhagic disease of the new-born, as 
reported by Kugelmass and Tritsch’*, of New 
York, demonstrates clearly the potential value 
of proper diet during pregnancy. Their pa- 
tient’s blood during the second month of her 
fifth pregnaney was poor in clotting function 
and specifically low in prothrombin content, the 
characteristic deficiency factor in the blood of 
true melena or hemorrhagic disease of the new- 
born. The treatment ‘‘consisted in an analysis 
of her nutritional habits in order that her cor- 
rected food intake might be balanced and ade- 
quate and particularly high in varied proteins 
(6 grams per kilo of body weight), and in varied 
lipins. The visceral organs were given... 
(liver, kidney, pancreas, ete.). The acid form- 
ing proteins were neutralized by base-forming 
fruits and vegetables. Excess of basic salts is 
requisite for a positive calcium balance as well 
as for their favorable effect on prenatal de- 
velopment’’. This treatment resulted in a great 
improvement in the mother’s blood, and finally 
the delivery of a normal infant. I do not mean 
to imply that we must advise high protein diets: 
but we can make sure that sufficient proteins are 
taken without overtaxing the kidneys. A smaller 
nether millstone has been designated by Fergu- 
son and Priestly'*, of Philadelphia. Because 
gallstones are frequent in females, and because 
gall bladder disease is not uncommonly associ- 





ated with pregnancy, and because gallstones are’ 
composed largely of cholesterol, they consider 
the inereased cholesterol content of the blood 
during pregnancy as something to attack. The 
suggestion is that foods rich in cholesterol be 
avoided or limited—‘‘fat, egg-yolk, fried foods, 
sweetbreads, liver, kidney, pork, oily fish, butter, 
and cheese’’. It becomes quite clear that the 
well cared for patient should not be made to 
take the responsibility of choosing her diet when 
so many conflicting claims are made upon it. 
She must not gain too much weight, nor must 
her kidneys be strained, nor (shall we add) 
must she invite gallstones, yet the fetus must 
be supplied with ample minerals, vitamins, and 
food, and her own blood and metabolism must 
be kept near normal. This is the doctor’s job. 


Induction of Labor.—Although the indications 
for emptying the uterus before labor begins 
spontaneously are becoming constantly fewer, 
interference is required often enough to make 
improvements in the method of great practical 
value. For the first six months of pregnancy 
mechanical means are still necessary. Probably, 
within a few years this will not be so, when 
the administration of a powerful endocrine prod- 
uct may remove from the growing ovum the 
chemical protection it derives from the corpus 
luteum or the placenta. Hormones from the 
posterior pituitary gland are certainly not ef- 
fective. Up to two years ago, even after the 
sixth month in pregnancy, the bag or bougie 
was essential. Last year?', we commented on 
the method which Jackson of Boston proposed 
and verified consisting of artificial rupture of 
membranes, followed by repeated small doses of 
pituitrin. For two years, now, this has been a 
favorite method at the Boston Lying-in Hospi- 
tal. During 1929 in no ease was the bougie used, 
and in only eight cases, the bag. In one of these 
cases, the bag was used after an attempt at 
induction by rupture of the membranes and 
medication had failed. Three minims of pitui- 
trin is the largest dose given for this purpose, 
usually repeated every forty-five minutes until 
labor begins. Oxytocin which is the posterior 
pituitary hormone minus the diuretic factor has 
been used in many eases, instead of pituitrin 
with practically equal results. Lately thy- 
mophysin has been used. This is a combination 
of thymus extract and posterior pituitary ex- 
tract evolved by Temesvary of Vienna, and of- 
fered by him in 1925 to the gynecological con- 
gress in Vienna, as a means of improving the 
effectiveness of uterine contractions during la- 
bor. Temesvary, when he was here for the 
Physiological Congress held in Boston last sum- 
mer, suggested its efficiency in precipitating la- 
bor. It will not do this, we find, when the mem- 
branes are intact, and it is not yet certain after 
they are ruptured, either spontaneously or arti- 
ficially, that it is more effective than pituitrin 
or oxytocin. The market preparation, however, 
has one great advantage. It can be given in 
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half-ampoule doses without danger of rupturing 
the pregnant uterus, while pituitrin cannot be 
given in larger than 3 minim doses to most pa- 
tients without grave danger of catastrophe. 
After labor is well underway, i.e., when the 
cervix is partly taken up and dilated, and con- 
tractions are recurring, the force of these, their 
regularity, and efficiency if these various qual- 
ities are failing can usually be improved by in- 
tramuscular injections of thymophysin, and la- 
bor materially shortened. It seems more effi- 
cient for this purpose in the second stage than 
in the first though usually not without effect, 
then. The inclusion of thymus extract seems 
to prevent the tetanic contraction of the uterus 
which usually follows the exhibition of pituitrin 
alone, to the great distress of the obstetrician, 
and, unfortunately, to the sometimes greater 
danger to the patient. It is furthermore safer 
for intrapartum use, for whereas two minims 
mark the threshold between safety and danger 
with pituitrin, such an over-dose of thymophysin 
is harmless. 

And what of membranes ruptured before con- 
tractions have begun, and that old bugbear, 
‘‘dry labor’’? There is nothing in it. Mayer’, 
of Tubingen, in 1927 discoursed on the ‘‘un- 
timely rupture of the membranes’’. I quote 
Greenhill’s summary of his remarks because it 
will help to lay the spectre of dry labor. ‘‘Sinee 
the war there has been an increased incidence 
of premature rupture of the membranes, espe- 
cially in elderly primiparas. Maver has ob- 
served that not only is this true but also the 
fact that frequently many days elapse between 
the rupture of the bag of waters and the onset 
of labor pains. He believes the cause of the 
premature rupture to be an abnormal friability 
of the membranes, the etiology of which is un- 
known. Mieroscopic examination revealed no 
abnormalities. It is just as difficult to explain 
the long interval before the pains begin. Pa- 
tients should be informed of this occurrence and 
advised to enter a hospital to avoid compliea- 
tions. Nothing is done or at most an attempt 
is made to start labor medicinally or thermieally. 
No complications were noted in the author’s 
cases either during labor or the puerperium and 
infection, previously feared if one waited too 
long after rupture of the membranes, seldom 
occurred. In the cases where infection did oc- 
cur no attempt was made to terminate labor and 
excellent results were obtained by waiting. In 
cases of delayed rupture of the membranes the 
author noted that the fetal heart tones became 
less distinct and slower in rate and he believes 
that the persistence of the bag of waters pro- 
duces cerebral compression with stimulation of 
the vagus.’’ There is no excuse for fearsome 
meddling when labor fails to follow close on the 
flood of broken waters. Margaret Schultze’, of 
San Franciseo, arrives at not dissimilar conelu- 
sions in her study of cases at the University of 
California. ‘‘Dry labor occurred in approxi- 





mately 10% of 6500 eases.’’ ‘‘Labor begins in 
24 hours or less in 90% of eases; of those de- 
laying longer, two-thirds are premature. The 
longest delay was nineteen days.’’ ‘‘Castor oil 
and quinine were successful in inducing labor 
in over 90% of the eases in which they were 
used. No fetal deaths could be attributed to 
the quinine. The average length of the first 
stage of labor was considerably shorter than 
that usually accepted for normal in both multip- 
arae and primiparae. One-third of the primip- 
arae and two-thirds of the multiparae had very 
short first stages—six hours or less. The second 
stage was not influenced. Labors prolonged over 
twenty-four hours were less frequent than re- 
ported in unselected series. Dry labors which 
were prolonged and also the eases of dry la- 
bor developing dystocia requiring serious opera- 
tive interventions, showed other abnormalities, 
as malpresentation, contracted pelves, overlarge 
children, ete., in a high percentage of eases. 
Fetal mortality was not higher than normal and 
a high percentage of the fetal deaths occurred 
in complicated cases. There was no maternal 
mortality in 600 eases. Maternal morbidity was 
slightly higher than that found in 6500 un- 
selected cases. Cord inflammations were twice 
as frequent as found in... . 6500 cases, but oe- 
curred almost entirely in prolonged labors or in 
operative cases. In abnormal labors, as those 
complicated by contracted pelves, malpresenta- 
tions, ete., the fetal risk is considerably in- 
creased by premature rupture of the membranes. 
The maternal risk as measured by maternal mor- 
bidity is also inereased slightly. This may ex- 
plain the bad repute of dry labor in general, 
since it is the eases which cause difficulty which 
remain in mind, and it is easy to aseribe the dif- 
ficulty to some such obvious factor as the pre- 
mature rupture. Results with bag treatment 
were very poor, and, although the series was 
small and the bad results often due to other 
causes than the bag, offer little hopes of redue- 
tion either of fetal mortality or maternal mor- 
bidity.’’ If spontaneous premature rupture of 
the membranes is thus not only not dangerous 
but possibly a benefaction, there should be no 
harm in artificially rupturing them with proper 
aseptic technique. Schultze’s splendid intensive 
analvsis as well as Mayer’s conelusions should 
warn us against this kind of interference in the 
presence of other factors in dystocia, especially 
contracted pelvis, or overlarge head, or abnor- 
mal presentation. In such eases induetion by 
rupture of the membranes should not be done 
by choice. It is noteworthy that Schultze does 
not mention the occurrence of the so-called con- 
traction ring in any of her cases of dry labor: 
a relationship more fancied than real. 


POSTPARTUM 


Embolism.—tast year", in discussing the pos- 
sible disadvantages of prolonged postpartum rest 
in bed, we epitomized Aschoff’s*!, conception 
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of the predisposing causes to thrombus forma- 
tion. Among them, slowing of the blood stream 
and platelet accumulation are given as effective 
agents. In 1927, Walters**, of the Mayo Clinic, 
speaking of surgery, not simple obstetrics, said, 
‘‘the circulation of the blood after surgical op- 
erations is subject to several influences, all pos- 
sibly tending to diminish its rate of flow’’. 
‘‘There is a progressive lowering of blood pres- 
sure due to the recumbent position in bed. In a 
series of studies by Walters, Hendricks, and 
Greene on blood pressure and chemical changes 
in the blood of twenty-five patients who had 
been operated on, it was shown that while the 
patient was resting in bed following operation 
there was an average daily drop in systolic and 
diastolic blood pressure of 4 mm. of mercury, 
with an average total drop of 30 mm. Also, 
during this time the leucocytes, platelets, serum 
fibrin, plasma fibrin and ealcium, and the hemat- 
ocrit readings were studied. In general, a no- 
ticeable increase in the fibrin of the blood, and 
in most instanees an increase in leucocytes, were 
the oustanding blood changes.’’ He then pro- 
ceeds to discuss the various characteristics of the 
post-operative state which favor the ‘‘retarda- 
tion of blood flow’’. Rest in bed, diminution in 
intestinal peristalsis, and interference with deep 
breathing, by soreness of the abdominal wall are 
mentioned. He was not the first to note these 
conditions, nor the first to propose therapeutic 
interference, and active and passive movements 
of the extremities are generally insisted upon by 
those caring for post-operative patients. Wal- 
ters, however, then proposed the exhibition of 
thyroid extract as likely to inerease the metab- 
olism of the body, ‘‘with resulting increase in 
peristalsis, Inereasing depth of respiration, ac- 
celeration of blood flow, and, indeed, speeding 
up of all the functions of the body’’. 
Obstetrics is properly considered a branch of 
surgery, not medicine, because of the many at- 
tributes common alike to the surgical and the 
obstetrical patient ; and the discussions of throm- 
bus formation by Aschoff, and by Walters, are 
appropriate to obstetricians as to surgeons. Per- 
haps Walters’s suggestion that thyroid extract 
is helpful, bears more directly on postpartum 
treatment, than post-operative. It will be re- 
membered that in 1923, Root and Root** of Bos- 
ton, showed that during the first three weeks 
after delivery the basal metabolic rate slowed 
progressively. In 1924, Sandeford and Wheel- 
er’', of the Mayo Clinic, after confirming Root 
and Root, said: ‘‘There was no inerease in heat 
production during lactation. . In faet there was 
a slight decrease, probably because of the less 
active life. As the mother gradually resumed 
her usual activities, the metabolism became al- 
most identical with that before pregnancey.’’ 
For post-operative cases Walters in November, 
1929, in discussion of a paper by Miller and 
Rogers**, said ‘‘the increase in basal metabolism 
can be effectively brought about by giving thy- 
roid extract in 2 grain doses three times a day, 





begun as soon as the patient can take fluids by 
mouth and continued until the tenth day, or not 
so long should undue elevation of metabolism 
occur. This, too, increases blood pressure and 
blood flow. Additional measures of value are 
early movement of the patient in bed, especially 
the extremities. .’ Rygh** of Minneapolis 
brings out that an active attack on the predis- 
posing causes of thrombus formation is particu- 
larly desirable in conditions of shock—a situa- 
tion unfortunately frequent in obstetrics. It 
would be well for obstetricians to consider the 
dangers of prolonged confinement in bed, and 
of slight shock with low blood pressure, and 
diminished metabolic rate, in the puerperium. 
Embolism is not common but when it does oceur 
is always a danger and often a tragedy. 


COMPLICATIONS OF PREGNANCY 


Tuberculosis—Because of the sad frequency 
of tuberculosis in young women, and the greater 
but less pitiful frequency of pregnancy, it is 
inevitable that the two should often occur in the 
same patient. Many have thought this coinci- 
dence should be carefully guarded against. Two 
years ago we! quoted Bridgeman and Norwood 
of Johns Hopkins who asserted: ‘‘It is better 
for the tuberculous not to become pregnant, but 
the risk is by no means prohibitive in inactive 
cases, provided the household duties can be con- 
trolled, additional rest obtained, and the lesion 
is of the fibroid type and has been quiescent for 
at least three years’’. Of the pregnant patient 
with active tuberculosis they say: ‘‘Treat the 
tuberculosis to the uttermost, and disregard the 
pregnancy’’. ‘‘Artificial termination of the 
pregnancy is not indicated, and, in our series, 
has led to a somewhat worse outcome.’’ Hill’, 
of New York, likewise concluded that pregnaney 
had no appreciable bearing upon the progress of 
the pulmonary condition. Forssner?’, of Stock- 
holm, after a very inquisitive survey of several 
hundred eases in his dispensary which he report- 
ed to the International Conference in Lausanne 
in 1924, concluded : ‘‘We have adequately shown 
in our study that a pregnancy, continuing until 
term, is no more dangerous for first stage tuber- 
culous women than for healthy women’’. ‘‘By 
not interrupting the pregnancy we give to the 
race children as healthy and promising as are 
other infants.’’ 

I have cited these historical facts because of 
the lecture delivered to the American Sanator- 
ium Association in 1928 by Morse*®, of Yale, 
who states the following: ‘‘The position of the 
Yale Woman’s Clinic is similar to that of Nor- 
ris’’. Norris?’ is Professor of Obstetrics at the 
University of Pennsylvania. ‘‘ While regarding 
the reproductive process as physiological, we re- 
alize that even in a non-tuberculous woman a 
pregnancy which seems to be progressing nor- 
mally may, as the result of metabolic disturb- 
ances or other complications, become abnormal. 
We believe it unjustifiable for a woman with an 
active pulmonary lesion to assume this addi- 











a 
ib 
& 

4 
5 
i 
H 
i 


SE ae 





912 


MEDICAL PROGRESS—ROCK 





N. E. J. of M. 
May 8, 1930 





tional risk. We have not hesitated, after consul- 
tation with a specialist in pulmonary disease, 
to terminate the pregnanecy.’’ ‘‘On the other 
hand, we follow a conservative course in the 
case of pregnant women with a quiescent lesion, 
but we insist that such individuals be constant- 
ly under the supervision of a specialist in tuber- 
culosis and a competent obstetrician.’’ 

This is the general and approved modern at- 
titude towards women with inactive pulmonary 
tuberculosis. They should be allowed to proceed 
with the pregnancy, but they should receive 
very excellent medical and social care, including 
adequate nourishment and rest. As we have 
shown there is difference of opinion as to the 
proper procedure in case a patient has active 
pulmonary tuberculosis. Those reports in the 
literature which conelude with advice against 
abortion inelude presentation of carefully stud- 
ied groups of eases. Forssner’s was one of these, 
and his attitude merits respect. ‘‘I do not pre- 
tend’’, he says, ‘‘to have furnished a definite an- 
swer, but I do affirm that our statistics contra- 
dict the old dogma of the malign influence of 
pregnancy on tuberculosis, especially as regards 
the less advanced cases in which opinions differ 
as to therapeutic intervention’’. It is apparent 
that most, but certainly not all, authoritative 
obstetrical leaders would, in practice at least, en- 
couragingly offer abortion to patients with ac- 
tive tuberculosis during the first three months 
of pregnancy ; indeed many of them would urge 
such patients to submit to operation. During the 
fourth and fifth months such a patient would 
have an even chance of keeping her baby if 
judgment were by majority vote of such men. 
After the fifth month, whatever the nature of 
her pulmonary lesion, practically no one would 
advise operation. 

A major consideration stands clear in the at- 
titude of the conservative obstetrician: pregnant 
patients, even with barely perceptible lesions 
must receive the most careful supervision, pref- 
erably in a sanatorium, throughout their preg- 
naney, and at its conclusion should be delivered 
in the easiest way and without ether anesthesia. 
Furthermore patients with active tuberculosis 
who are constantly exposed to pregnancy, it is 
generally conceded, should be sterilized, again 
without ether anesthesia, especially if they have 
already successfully achieved two pregnancies. 
Repeated pregnancies in such women require a 
sacrifice which society can ill afford and should 
not exact. 

Toxemia of Pregnancy.—Eagerly each year 
we search for progress in the elucidation of this 
scourge, without which, and sepsis, maternity 
would lack most of its dangers. Solution of the 


problem doubtless will come when the chemists 
unite with the physiologists to explain the intri- 
eacies of endocrine changes in pregnancy, and 
with the immunologists to explain the nature of 
‘toxins and their effect on blood and tissue. 
Until this halevon period, we are forced into 
battle blind, without knowing our adversary. Its 





behavior, however, is so constant that the at- 
tack has been, I might say ‘‘Standerdized’’, for 
Stander*®, 17, at present of Johns Hopkins has 
done much to help us. Last year*!, we gave in 
detail Stander’s excellent working classifica- 
tion of the toxemias. Last summer he discussed 
this classification and the approved treatment at 
the Annual Meeting of the Massachusetts Med- 
ical Society in Boston. It will be remembered 
that he divides the toxemias of late pregnancy 
into low reserve kidney, nephritis, pre-eclamptic 
toxemia, and, the big bear, eclampsia. The first, 
low reserve kidney, which is that of the patient 
who with few or no symptoms suffers a moderate 
rise in blood pressure, rarely to 160, and passes 
albumin in the urine, only to return to normal 
during the first few weeks of the puerperium: 
this type, he says, ‘‘is never an alarming com- 
plication’’. This is doubtless true, but Kellogg?®, 
of Boston, pertinently adds: ‘‘The low reserve 
kidney group undoubtedly exists’. ‘‘If you 
assume that a case of recurrent toxemia falls 
into that group and is going to act well for you, 
now and again you will be fooled and it will 
act very badly.’’ ‘‘Such cases should be as care- 
fully watched as though you mentally placed 
them in the group of pre-eclamptie toxemias.’’ 


Of nephritis, his second group, Stander prop- 
erly says it “‘should always be regarded as a very 
serious complication of pregnancy’’, which often 
requires termination or even sterilization. Pre- 
eclampsia, his third group, he gives as the fore- 
runner of eclampsia. From his description and 
his advice, he, too, must consider it as that God- 
given period of warning, in most eases of 
eclampsia, when kind Providence waves the red 
flag before the eyes of the attending obstetri- 
clan warning him that if he fail to remove his 
patient from the path of danger, she will in 
truth be seized. Until the nature of this tox- 
emia is known, Kellogg’s*®®, words should be 
taken to heart: ‘‘So far as I have been able to 
see’’, he says, ‘‘we have never been able to ma- 
terially reduce the mortality in eclampsia, ex- 
cept by not killing the patients through shock 
by rapid delivery. Therefore, it seems to me’’, 
he continues, and this is my point, ‘‘that the 
stress should be laid not on the treatment of 
eclampsia, but on preventing the patient getting 
eclampsia by emptying the uterus’. He gives 
his figures ‘‘2.5% as the maternal death rate for 
what we call toxemia without convulsions and 
25%, roughly, for toxemia with convulsions”’. 
‘*T think’’, he says, and good obstetrics backs 
him up, ‘‘that we can’t get back of those figures 
and that we should be radical, as we are, in in- 
ducing and emptying the uterus in cases that we 
feel may come to convulsions’’. The literature of 
toxemia teems with blood chemistry, much to 
the distressful bewilderment of the mere clini- 
cian. Most of it is not essential to good prac- 
tice. Kellogg, however, gives one pointed ap- 
plication of chemistry to the treatment of pre- 
eclampsia. ‘‘A patient running an even amount 
of albumin, not increasing, and blood pressure 
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not going up, showing nothing in her appearance 
which forces us to induce or deliver, as is some- 
times the case, may pile up nitrogen in her blood 
and . . . I have seen apparent toxic cardiac 
dilatation follow with simply a blowout of the 
heart against the kidney, with the patient seri- 
ously sick.’’ ‘‘Such patients,’’ he says, ‘‘should 
be emptied on this nitrogen retention alone’’. 


As we have said above the uterus should be 
emptied before eclampsia supervenes on the 
warning stage of pre-eclampsia. Rarely this 
stage does not last long enough, more often the 
patient does not present herself for treatment 
until too late to prevent the convulsions or 
coma. Then must she be deeply nareotized ac- 
cording to the dictum of Stroganoff or failing 
this she may be delivered by Cesarean, always 
without ether or chloroform anesthesia. As one 
of the adjuncts to deep narcotization or termina- 
tion of the pregnancy we have Lazard’s treat- 
ment with magnesium sulphate. Stander**, cau- 
tions us not to use a solution stronger than 
10%, and of this to give not more than 20 e.e. 
at one time. To combat the acidosis which prac- 
tically always develops in eclampsia, it is cus- 
tomary now to give glucose intravenously in as 
strong as 25% solution. If there is much edema 
it is doubtless better to give 500 eubie centi- 
meters of a 20% solution than 1000 cubic cen- 
timeters of a 10% solution. 

Of all the acceptable methods of attacking 
eclampsia, venesection is the oldest, and is still 
the most dependable. It lowers the blood pres- 
sure, at least temporarily. This may be because 
of a diminution in blood volume, or because it 
rids the patient of definite quantities of toxin 
assumed to be in the blood plasma. Blood let- 
ting, however, is limited in its scope, because 
it also robs the patient of the essential oxygen 
carrying corpuscles, as well as relieving her of 
the harmful serum. 


If it be true, that eclampsia is due to the pres- 
ence in the blood stream of toxic material, and it 
well may be, Irving, of the Boston Lying-in Hos- 
pital, has made a contribution to obstetrics which 
vies for primary honor with that of Ascheim 
and Zondek, who have almost perfected the en- 
docrine test for pregnancy. To achieve the good 
effect, of relieving the toxicity, and to avoid the 
bad, of giving the patient a secondary anemia, 
Irving adapted a method of washing the blood, 
evolved for study of nephritis in dogs, by Abel, 
Rowntree, and Turner, which method they called 
plasmaphaeresis. Irving and Taylor*®®, have de- 
scribed the method as used at the Boston Lying- 
in Hospital. Plasmaphaeresis is merely wash- 
ing the blood corpuscles of all traces of serum 
and reinfusing them suspended in normal salt 
solution into the patient as soon after venesec- 
tion as the separation and washing can be done— 
about an hour and a quarter. Their method is 
simple. One thousand e.e. of blood are allowed 
to eseape from the patient through a small 
venous cannula, and led into a graduated flask 
in which is a solution of sodium citrate with 





which the blood is constantly mixed. The loss 
of such a large quantity of blood may render the 
patient weak and pale, as if syncope were immi- 
nent—a prospect which, we are told, is not to be 
feared. The citrated blood is divided into four 
equal parts, placed into special bottles and 
centrifuged for twenty minutes at 5000 revolu- 
tions per minute. The valuable corpuscles are 
then at the bottom, and lying over them is the 
noxious plasma. This is syphoned off, leaving of 
the plasma only that bit which lies among the 
corpuscles. Normal salt is added to each bottle 
up to the original volume, 250 ¢.c. Again these 
are centrifuged for twenty minutes, and again 
the supernatant fluid is syphoned off, the remain- 
ing corpuscles are placed in a transfusion flask, 
enough normal saline added to make up the orig- 
inal 1000 ¢.c. and the whole given back to the 
patient. Assuming that the total blood volume 
is about 5000 ¢.c. Irving and Taylor propose 
that they have, by this method, removed 20% of 
whatever toxin the blood contained. Their re- 
sults are good. ‘‘In twelve eclamptics prompt 
recovery has followed. In about as many pa- 
tients with pre-eclamptice toxemia when the blood 
pressure remained elevated following delivery 
the use of this method reduced the hypertension 
and resulted in the disappearance of albumin 
from the urine.’’ There is commendable con- 
servatism in their statement, ‘‘ We make no claim 
that this is the best way to treat eclampsia’’. 

If a major element in eclampsia is the pres- 
ence in the blood stream of a considerable por- 
tion of a toxin this method is clearly logical and 
must prove of great assistance in treatment. 
Since it removes the danger of exsanguination 
it may be repeated at least twice so long as the 
interval between treatments permits the per- 
manent blood volume to recover, the salt solu- 
tion being probably but a temporary safeguard. 
The nature of eclampsia is unknown. It is prob- 
ably due as Irving suggests to the presence of 
absolute quantities of poisonous chemical or 
physico-chemical materials in the blood or tis- 
sues. It might conceivably be due to a dis- 
turbance in the proportion of two or several 
such toxie elements or even of two or several 
elements which cause no trouble if in the cor- 
rect quantitative relationship to each other: if 
this is so plasmaphaeresis fails in specificity. 
Again, the blood is often very quick to compen- 
sate for a disturbance of its chemical relation to 
other body fluids. If a toxie product diminished 
in the blood, by such a procedure as that men- 
tioned be quickly increased by the dark malev- 
olent process which gave it birth then plasma- 
phaeresis fails in dependable certainty. In any 
case it remains as a very valuable method of 
relieving the acute condition without inducing 
a very undesirable secondary anemia. 

Anemia in Pregnancy.—The commoner ane- 
mias of pregnancy fall into three groups: 1, 
Pernicious anemia; 2, the hemolytic anemia of 
pregnaney—perhaps merely a fulminating form 
of the first, and often very difficult to distin- 
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vuish from it; and 3, secondary anemia of preg- 
nancy, the same as has been called—the physio- 
logic anemia of pregnancy, This last condition, 
the least serious, but the commonest, and pos- 
sibly the oceult factor in many of the minor lit- 
tle understood complaints of pregnancy has been 
reported on by Galloway'’, of Chicago. Two of 
his conclusions are that ‘‘the majority of 
women, when pregnant, have a lower hemoglobin 
and fewer erythrocytes per cubic millimeter’’, 
and ‘‘this anemie condition will, in the majority 
of eases, disappear within two weeks after de- 
livery’’. This probable improvement in the 
puerperium does not relieve us of responsibil- 
ity during the pregnancy. Of ‘‘243 hemoglobin 
estimations .. . during all months of pregnancy 
(unfortunately the method used is not stated in 
his report) the average was found to be 71%. 
The average red cell count taken from 194 ex- 
aminations under the same conditions was 
found to be about 3,500,000. Moore’, of Grand 
Forks, North Dakota, examining one hundred 
patients with the Dare hemoglobinometer ob- 
tained an average of 77.7%. His red count 
was also slightly higher, about 4,000,000. In 
his series there was no appreciable variation 
in the findings between primiparae and multip- 
arae. It is interesting to consider the find- 
ings of Galloway and of Moore in the light 
from the studies on blood volume discussed by 
Stander', in his excellent monograph on the 
Toxemias of Pregnancy, of which we spoke 
above. He authoritatively says: ‘‘Gestation is 
undoubtedly accompanied by an hydration of 
the blood and a true increase in blood volume, 
which is perhaps associated with a decrease in 
red cell count and hemoglobin percentage’’. 
Should it then be said, perhaps, that the major- 
ity of women in pregnancy have a_pseudo- 
anemia? This secondary anemia of pregnancy 
has been more extensively studied at the Jeffer- 
son Medical College, by Bland, Goldstein, and 
First'*, who practically confirm the results 
quoted above. Hazarding no specific cause for 
what they too eall anemia, they suggest it might 
be due to ‘‘the withdrawal of iron from the 
maternal corpuscles by the fetus, the existing 
hydremia of pregnancy, and a_ preéxisting 
chlorosis’’. Lyon'®, at the Women’s Hospital 
in New York, adds his testimony of the fre- 
-queney of hemoglobin content as low as 70%, 
and warns that ‘‘we must be on the alert if we 
are to do our full duty by these patients’’. 
‘““Is not a woman with this degree of anemia, 
a poor risk?’’ he asks, adding: ‘‘Surely she 
cannot be expected to withstand a _ prolonged 
labor or a difficult delivery so well as one who 
has a normal blood picture, nor can she tolerate 
much loss of blood without symptoms develop- 
ing’’. 

There is no need, I think, to emphasize the 
danger of parturition to a patient whose blood 
is already depleted to 80% of normal. The in- 
ternist would not allow a man with this handi- 





eap to face his ordinary working day without 
trying to do something to help him. Not much 
is required in the way of treatment, that isn’t 
also desirable for other reasons. The anemia 
as found in pregnancy is not unlike the second- 
ary anemia induced by chronic hemorrhage. 
For this condition, Murphy and Powers”, of 
the Peter Bent Brigham Hospital of Boston, 
where much noteworthy work on anemia has 
been done, assert that liver together with a diet 
containing green vegetables, fruit, and red mus- 
cle meat stimulates the formation of hemoglobin 
and red blood corpuseles. The formation of 
hemoglobin is still further increased by the ad- 
dition of large amounts of iron to this diet. We 
must observe their warning that the value of 
liver extract, which is effective for pernicious 
anemia, has not been proved for secondary 
anemia. It is probable that small amounts of 
whole liver are better than liver extract. The 
good old pills attributed to Blaud, but admin- 
istered in doses of from 10-20 grains a day, are 
still acceptable sources for medicinal iron. An- 
other modern favorite is iron-ammonium-citrate 
taken in milk two or three times a day in doses 
of one-half teaspoonful. 

Puerperal Sepsis —We all yearn for some- 
thing with which we ean actively treat puerperal 
sepsis, and the number and kind of things tried 
are legion. To clear the decks and relieve our 
minds let me quote the sound conclusion which 
Kickham*‘, of Boston, reached after study of 
the more favored of these methods of treatment. 
‘It is the general agreement’’ he says, ‘‘that 
there is no specific remedy. That chemotherapy 
in the form of arsenical salts, silver salts, mer- 
curial salts or dyes are of little general value,’’ 
adding, ‘‘though in a given case they should be 
considered’’; thus cautiously suggesting that, 
in truth, they do no harm. ‘‘That sera and vac- 
cines are still in an experimental stage and 
without definite value’’, and again adding, it 
seems with ‘the same cautious suggestion, 
‘though always worthy of trial in a specific 
case’. ‘‘That blood transfusion or injections, 
are of real value but must be given early and 
often. That with our present knowledge and 
judging by results attained in various clinies 
main dependence must be on general tonic treat- 
ment of sunlight, good food, and careful nurs- 
ing, with specific remedies as an adjunct in each 
individual case.’? This year’s clinical progress 
in the treatment of sepsis, I should say, lay in 
the admission that supportive expectancy is the 
best course open to us, not neglecting early and 
frequent small transfusions to save the patient 
from the secondary anemia which is inevitable 
in such sepsis and so harmful. Reports of new 
antitoxins have been presented, but, as Kick- 
ham truly says, they are still experimental 
products. 
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WORK ON THE CURE OF CANCER 


The search for a cancer cure is becoming more 
and more widespread. Radium treatment has had 
« distinct rise in popularity both in Europe and in 
America, but in Regaud’s clinic in Paris, where the 
results have been most carefully checked, this mode 
of treatment has been found useful only in cancer 
of epidermal origin and has a close competitsr in 
surgery. Treatment of cancer by intravenous injec- 
tions of colloidal lead has been abandoned practically 
everywhere. Blair Bell at Liverpool and Todd at 
Bristol are continuing with this method in a modi- 
fied form, using lead “‘selinate”’. They alone are en- 


couraged by their results. The quest for a vital dye 
to serve as a chemotherapeutic agent is being pur- 


sued in many European laboratories. No success 
has been reported, although trypan blue and isamine 
blue have both been advocated in Danish and German 
ciinies. The attempt to immunize against cancer 
is being tried by Lumsden in England and elsewnere 
ir. Germany. It is still in the experimental stage. 
Newer metabolic observations with regard to the 
respiration of tumor cells have been applied in the 
experimental treatment of cancer. Warburg of Ber- 
lin has tried to suffocate the tumor by an atmos- 
phere deficient in oxygen, and Sokoloff of Prague 





has tried to exhaust it with overbreathing. Both 
methods have been confined to local growths in mice. 

A series of criteria for judging alleged cancer cures 
is easily formulated, although compliance with its 
requirements is difficult. We all know what we want 
or wish for any patient suffering from this disease. 
First, we want to face the facts and know for certain 
whether or not the patient actually has cancer. This 
implies biopsy. Secondly, we want to be able to cure 
eases in all stages, even in the face of recurrences 
and generalized metastases. Thirdly, we want the 
cure to be permanent. These three criteria, histo- 
legie diagnosis, cure of metastatic cases and perma- 
nent cures established by follow-up examinations, 
extending over five-year periods, should be applied 
to all alleged cancer cures. 

From this point of view immediate cures of local 
tumors in experimental animals, however intriguing, 
are false alarms. Serious and extensive clinical trial 
of any method by workers other than its advocate 
await, first, the submission of the sections to sub- 
stantiate the diagnosis in all cured cases; second, 
proof that the disease had progressed to dissemina- 
tion at the time of treatment, and, third, a five year 
follow-up to show the permanence of the cure.—Ab- 
stract from “Recent Work on Cancer” by Charles F. 
Geschickter, M.D. Bulletin of the American Society 
jor the Control of Cancer. 
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CASE 16191 
DYSPNEA AND WHEEZING 
MepicaL DEPARTMENT 


A Canadian salesman fifty-four years old en- 
tered February 24 complaining of increasing 
dyspnea of two years’ duration. He was in 
such poor condition that he could not give an 
adequate history. Part of the information was 
supplied by an old friend. 

The patient had always been very well and 
able to run up stairs two steps at a time until 
two years before admission. Then he began 
to have dyspnea on exertion, increasing in 
severity and frequency, accompanied by pre- 
cordial pain rarely related to the right shoulder 
and arm. His physician gave him digitalis, 
which he said did not agree with him. Early 
in September, six months before admission, he 
came to the Out-Patient Department of this 
hospital. At that time he showed no signs of 
congestion of the lungs or other viscera. -He 
was given nitroglycerin for his attacks. Five 
months before admission the dyspnea increased 
and he returned to the Out-Patient Department, 
where he was given three grains of digitalis a 
day for five days each week. Under this treat- 
ment the symptoms showed marked improvement 
which lasted until two months before admission. 
Then he had a ‘‘eold’’ with considerable cough, 
which left him very weak. At about the same 
time he had some anorexia and nausea. The 
digitalis was reduced from three grains to a 
grain and a half daily. Three weeks before ad- 
mission he began to have marked dyspnea and 
orthopnea and periods of ‘‘wheezing’’, all of 
which persisted until his admission. During 
the first night in the hospital he did not sleep. 
‘He was very orthopneic, weak, and nauseated, 
with vomiting and a cold sweat. 

Records of the Out-Patient Department show 
a visit September 3, five months before admis- 
sion. The apex impulse of the heart was in the 
sixth space, the left border of dullness 11.5 centi- 
meters to the left. Sounds of good quality. <A 
harsh systolic murmur heard over the aortic area 
and: transmitted to the apex. A systolic thrill 
over the aortic area. Plateau pulse. Blood 
pressure 100/80. No edema. Hinton negative. 
X-ray examination September 5 showed the 
heart shadow enlarged in all diameters, its shape 
cliaracteristic of hypertrophy. The aorta was 





prominent in the region of the knob. October 2 
examination in the Cardiae Clinic showed the 
apex impulse in the sixth space 12 centimeters 
to the left, midelavicular line 8 centimeters. A 
moderate apical systolic murmur. At the aortic 
area a rough systolic murmur, a systolic thrill, 
aortic second sound almost absent. Plateau 
pulse. Blood pressure 110/90. An electro- 
cardiogram showed normal rhythm, rate 75. Left 
axis deviation. Index +50. Angle —30°. In- 
verted T;. February 6 the patient visited the 
Throat Clinie complaining of attacks of ‘‘wheez- 


ing’’. Examination showed no nasal obstrue- 
tion. The septum deviated to the right. Crusts 
almost suggestive of atrophic rhinitis. Tonsils 


small. A small amount of cheesy material was 
expressed from the right tonsil. Transillumina- 
tion of the sinuses was negative. 

The patient’s father died at forty-six suddenly 
of unknown cause. 

The patient’s general health had been good. 
He had diphtheria when young and typhoid 
fever at fourteen. At that time his physician 
noted a ‘‘heart condition’’. Twenty years be- 
fore admission he had gonorrhea. Eleven years 
before admission he had herniotomy. He had 
marked dizziness on sudden change of position. 


Clinical examination showed a fairly well de- 
veloped and nourished man, slightly dyspneic, 
sitting nearly straight up in bed. Apex impulse 
of the heart foreeful, seen and felt in the sixth 
space 12 centimeters to the left of midsternum, 
3.9 centimeters outside the midelavicular line. 
Right border of dullness 2 centimeters to the 
right. Supracardiae dullness 7. At the apex 
a blowing systolic murmur, a diastolic and a 
questionable presystolic. In the fifth space 
nearer the sternum was a third sound. <A rough 
systolic murmur at the aortic area transmitted 
to the neck, followed by the second sound and 
then a faint early blowing diastolic; the same at 
the pulmonic area but not so loud. Blood pres- 
sure 125/115 to 112/98 to 133/120. Medium 
moist rales at both bases, more on the right, 
where there was slight dullness with a few con- 
sonating rales. Pitting edema of both ankles 
and halfway to the knees. Indirect inguinal 
hernia, both sides. 

Urine: normal amount, specific gravity 1.025 
to 1.030, a slight trace to a large trace of al- 
bumin at three of five examinations, occasional 
leukocytes twice. Renal function 45 per cent. 
Blood 12,600 to 36,000 leukocytes, 73 per cent 
polynuclears, hemoglobin 70 per cent, reds 
3,440,000, slight achromia, no variation in size 
or shape, platelets slightly increased. Hinton 
negative. 

Temperature 96.7° to 99.9°, with a terminal 
rise to 100.5°. Pulse 73 to 123. Respirations 20 
to 35, terminal 51. 

The day after admission a cardiac consultant 
found severe cardiac asthma and sweating, the 
heart sounds poor with slow gallop rhythm, 
the patient looking very sick. The cardiologist 
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gave a poor prognosis. Three days later the 
patient showed improvement and had no more 
dyspnea when at rest. He still had rales at 
both bases. The edema was iess. The heart 
sounds were much improved. No diastolic mur- 
mur was heard. March 5 he had mild dyspnea 
while at rest. The aortic second sound was ab- 
sent. There was a systolic murmur at the sec- 
ond right intercostal space transmitted into the 
vessels of the neck. There was rapid gallop 
rhythm at the apex. Also along the left border 
of the sternum in the third to fourth intercostal 
space was a leathery note, systolic in time, pos- 
sibly a pericardial rub. But the leukocyte 
eount had dropped to 11,000. The patient was 
not doing well. March 7 the leukocyte count was 
37,000. March 8 an electrocardiogram showed 
auriculoventricular block, rate 70, P—R in- 
terval 0.22 seconds, marked left axis deviation, 
inverted T,, inverted QRS». <A portable X-ray 
of the chest showed what appeared to be an 
enormous heart. Part of this may have been 
due to magnification, although the ribs did not 
appear unusually large. The shape of the heart 
had not changed appreciably. The outlines of 
the various chambers were still distinctly seen. 
There was no evidence of fluid in the pleural 
cavity. The lungs were remarkably clear. 


Mareh 10 the visiting physician found a 
pleural friction rub at the left base, weak heart 
sounds, rales at both bases, no signs of fluid. 
The leukocyte count that day was 28,000. 

The patient rapidly lost ground. The edema 
increased. March 12 he died. 


CLINICAL DIscussION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


1. Presumably they made the diagnosis of 
angina pectoris on account of his pain over the 
right side. Such pain makes one suspicious of 
angina, although angina right sided is much 
rarer than left sided. 


2. ‘Cold’? is put in quotation marks be- 
cause we doubt whether it was a cold. The cough 
of a eardiae patient is often ealled ‘‘cold’’ when 
it is the cough of passive congestion. The cough 
left him very weak. Cough is extreme muscular 
exertion, often harder work than climbing stairs. 
Hence cough shows disease and produces disease ; 
it is both cause and effect. 

3. The digitalis was reduced presumably be- 
cause of nausea. é 

From the history so far we have very little 
evidence of this being other than a case of heart 
disease. As he is fifty-four and had no trouble 
until two years before we guess that it is prob- 
ably the type which is commonest at that age, 
i.e., the hypertensive type. It is perfectly con- 
ceivable that it could be the rheumatic type 
which had lasted since childhood. But that 
would be one ease in a hundred. He might have 





had the syphilitic type at this age, but we can 
only say it is less common. 

4. Two observations, systolic thrill and 
plateau pulse, if correct are very important. 
The systolic murmur does not tell much, but 
these data carry us towards what diagnosis? 
Aortie stenosis,—if those things are true. We 
are not told yet about the fourth cardinal sign 
of that disease,—diminution or absence of the 
aortic second sound. But we have three out of 
four cardinal signs, which is enough for that 
diagnosis. The blood pressure confirms us in 
believing that the man who said ‘‘ plateau pulse”’ 
had good evidence of it. We feel very sure 
of it with a blood pressure of 100/80. He prob- 
ably took the blood pressure first and then was 
ready to believe there was plateau pulse. The 
record does not say anything about the aortic 
second sound. 

5. The X-ray examination September 5 
shows a big heart and does not tell us anything 
else that helps in diagnosis. 

6. In the Cardiae Clinie they got the four 
signs of aortic stenosis. The blood pressure 
shows the same small pulse pressure as before. 
Will some one explain what ‘‘angle —30°’’ 
means in the electrocardiographie examination ? 

Dr. Marcy L. Sussman: It is the resultant 
of the magnitude of the R wave in the three 
leads. 

Dr. CABorT: 
tion ? 

Dr. Sussman: It is a numerical way of stat- 
ing left axis deviation. 

7. Dr. Casot: It means, then, left ventric- 
ular preponderance stated in another way. The 
T wave was inverted only in the first lead ap- 
parently, which I should think does not mean 
much in the absence of changes in the other 
leads. 

8. He very possibly had a ‘‘heart condition”’ 
at fourteen if he now has aortic stenosis. That 
is a lesion which sometimes lasts a great many 
years. 

9. With a pulse pressure of 20 we can see how 
he would naturally be dizzy on slight change of 
position. 

We come to the clinical examination with a 
pretty firm belief in the diagnosis of aortie steno- 
sis. 


Does that mean left axis devia- 


NOTES ON THE PHYSICAL EXAMINATION 


The heart measurements are practically the 
same as before. We have here nothing about a 
thrill, and I still see nothing about the in- 
tensity of the aortic second. We have the same 
extraordinary pulse pressure. We could go 
through a thousand heart cases and not see a 
pulse pressure as small as that unless it was 
just before death. 

The outstanding point in the blood examina- 
tion is that he had a marked leukocytosis at one 
time. 

We have no new evidence over what we had in 
the Out-Patient Department. 
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There are two phrases in that cardiac consulta- 
tion which we have come to take very seriously, 
—cardiae asthma and gallop rhythm. As prog- 
nostic signs they are serious. Few patients live 
long after you discover those. 

Looking back over the great many years that 
I have discussed eases here, I remember many 
cases in which there was a diastolic murmur at 
the first examination which was not heard after- 
ward. What that means I do not know, but it 
has happened too often for me to call it coin- 
cidence. Going a step further, what is found 
post-mortem in these cases? Usually nothing 
that would justify the kind of diagnosis one 
would make on the basis of a diastolic mur- 
mur. In other words if the diastolic does not 
persist, that is, if it is heard only at the first 
examination, | draw no conclusions from it. Of 
course that is not saying what it means. I do 
not know what it means. 

‘“The aortie second sound was absent.’’ That 
is a pretty. rare thing in a man of fifty-four. The 
aortie second sound is usually loud then. That 
is the sort of thing to make you jump and eal! 
your friends to listen. Students jump more 
easily at things that you see or hear than at 
things you ought to hear or see and do not. You 
are making progress when you begin to be as- 
tounded at the things that are not there. It is 
rather easy to be astounded at a thing that 
is there. When your expectation is so trained 
that you get excited over a thing’s not being 
there because you know that it ought to be 
there, then you are making progress. 

Nothing is said about a thrill, very possibly 
because the heart is so weak there is not cur- 
rent enough of blood to produce a thrill. 

The leukocyte count of 37,000 ought to mean 
some infection, very possibly pericardial. 

The P — R interval is practically normal, very 
slightly increased if at all. 

The shape of the heart is much more impor- 
tant evidence against pericardial effusion than 
any other recorded here, though saying the heart 
shadow was enormous may have been a mistake. 
sut we have such good X-ray men here that I 
should think they would have said pericarditis 
if they had thought so at all. The faet that the 
various chambers were distinetly seen is against 
pericarditis, even chronic adhesive pericarditis, 
. which tends to obscure the outlines. 

The pleural friction rub makes it a little more 
likely that he has pericardial fluid as a cause 
of the leukocytosis. 


ROENTGENOLOGICAL DISCUSSION 


Dr. SussMAN: These films were taken on 
September 4. The transverse diameter is mark- 
edly enlarged. It is 16.5 centimeters. The usual 
cardiothoracic ratio is about one-half, so 16.5 
would mean a normal chest measurement of 
about 33 centimeters instead of the 27 it is. In 
this oblique view you can see two rather dis- 
tinct curves. The upper is probably the left 





auricle. I think the left auricle is more dilated 
than the right. You do not see any particular 
prominence of the shadow of the left auricle 
on the left side. The contour of the supra- 
eardiae shadow is within normal limits. The 
aorta is tortuous and prominent in the region 
of the knob. In the second oblique view you 
ean see the outline of the aorta fairly well. 

Dr. Casot: Were those taken in order to 
bring out the arch? 

Dr. SussMAN: Yes. It is a method that has 
been used here and elsewhere recently. From 
this clinic reports have been made on the meas- 
urement of the aorta from this view. 

From the X-ray there was generalized en- 
largement. There is a question as to what would 
be the cause. There is arteriosclerosis, and we 
can get generalized enlargement from arterio- 
sclerotic heart disease. On the other hand the 
dilatation of the left auricle with a large left 
ventricle could well go with an aortic lesion, and 
of course we could not eliminate a mitral lesion. 

These films are the last ones referred to, taken 
March 8. This was a portable X-ray examina- 
tion. The whole chest is therefore magnified. 
2verything is magnified in a portable plate, but 
this heart is extremely large. 

Dr. Casor: There is no question but the 
heart is larger than it was in September? 

Dr. SussMAN: It is larger. As the record 
states, the lungs are clear. These plates are a 
little overexposed to show lung detail, but there 
is none of the gross mottling that is usually seen 
in eardiae edema. 

Dr. Casot: Do you think those plates are 
pretty conclusive evidence against pericardial 
effusion ? 

Dr. SussMAN: These plates were taken lying 
down rather than sitting up. Usually in peri- 
cardial effusion the enlargement is symmetrical. 
Here the enlargement is to the left more than 
to the right. Also there is usually a definite 
bulge on the right side and the cardiohepatic 
angle is usually obliterated. Small quantities 
of fluid eannot be ruled out. 

Dr. Cavot: Clinically we cannot tell. The 
X-ray man can. 

Dr. SussMAN: We should like very much to 
study a case of this kind. But when we get 
them they are very sick and we cannot do much. 
In the Jateral view we may see an obliteration 
of the eardiodiaphragmatie angle. Unfortunate- 
ly we were unable to attempt that sort of thing 
in this ease. 

Dr. Casor: That heart looks enormous. 

Dr. Sussman: It certainly is not so large as 
it looks. 

Dr. Casot: What is the maximum distortion, 
one or two centimeters on each side? 

Dr. SussMAN: At six feet we can have up to 
8 millimeters distortion and at three feet I should 
say off hand two to three centimeters. 

Dr. Casot: Even if you imagine cutting off 
a centimeter and a half on each side it would 
still be an enormous thing. 
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DIFFERENTIAL DIAGNOSIS 


Dr. Casot: We have, so far as I see from this 
record, the four signs of aortic stenosis. He had 
the four cardinal signs at the time he was go- 
ing about in September. Later on the heart was 
so weak that we do not make out so much. Aortic 
stenosis is like mitral stenosis in that it is al- 
most impossible to conceive that you can have 
stenosis without regurgitation too. If you con- 
ceive a rigid ring that will not let the blood go 
out in systole except slowly and with a loud 
noise, that same rigid ring is going to let the 
blood go back during diastole. So far as I can 
see pure anatomic conditions compel us to say 
there is some reflux. But I suppose a very slight 
reflux. When we say ‘‘pure’’ aortic stenosis or 
‘‘nure’’ mitral stenosis we mean with very slight 
reflux. Aortie stenosis is quite often the only 
lesion in the heart. The figures of our first three 
thousand autopsies after Dr. Wright came here 
showed that we had quite a group with noth- 
ing on the valves except this one lesion. We 
have here very little to suggest mitral stenosis. 
We had one examination in which they heard a 
questionable presystolic. I do not think how- 
ever that a mitral lesion can be excluded. I have 
seen many eases in which the diagnosis clinically 
was aortic stenosis and the diagnosis post-mortem 
was aortic and mitral stenosis. We got it right 
on the aortic and missed it on the mitral. So 
far as I know that is possible here, but there is 
very little evidence of it. We do not expect to 
see a heart as big as that with a mitral lesion. 
On the other hand we see very enormous hearts 
with aortic lesions. Hearts up to 1000 grams 
have been seen here in aortie stenosis. 

I do not see that we have anything else to 
say. There is a little evidence in the electro- 
cardiogram against the conduction system in 
the myocardium, but not enough so that I am 
able to say anything positive about that. He had 
some early anginoid pain if not angina pectoris. 
That is more suggestive of coronary disease than 
of myocardial disease. The only time a diagnosis 
of myocardial disease can be made is when we 
have a picture of angina pectoris or cardiac in- 
farction. Here we have very little evidence of 
coronary disease and so very little reason for 
predicting gross myocardial fibrosis. The heart 
will show hypertrophy, I suppose involving both 
sides, more the left side according to the electro- 
cardiogram and according to the clinical exam- 
ination. There may be pericarditis in spite of 
the X-ray evidence, but my impression is against 
it. He had a little pericardial friction rub at 
one examination, but that is a most uncertain 
sign. 

We can explain the leukocytosis on the basis 
of acute pleurisy, which seems to be all we ean 
say in the absence of a better explanation for 
the leukocytosis. Why are the lungs so extra- 
ordinarily clear? I do not know. All I ean 


up better than the left. He had evidence of 
passive congestion corresponding with the left 
ventricle and edema which mounted up to the 
knees the day before death. Although this is a 
portable film it does show extraordinary lungs 
which I cannot however account for. I should 
still think there was some passive congestion of 
the lungs. 

It seems to me we have nothing incriminating 
in the rest of the body. He had a first rate renal 
function. He had two examinations of the urme 
without albumin. He did not have fixation of 
gravity. We have no good evidence of nephritis. 
We have no good evidence of changes in the 
aorta other than would go with his age. We 
have no evidence of syphilis, syphilitic aortitis 
or aneurysm. The rest of the body so far as I 
see is negative according to the clinical record. 
A StupEnt: Do you believe typhoid at four- 
teen could be the explanation for the heart con- 
ditidn ? 

Dr. Casot: I do not think there is a particle 
of evidence for it. There is no considerable 
number of cases on record of heart disease due 
to typhoid. Either the cause of his trouble was 
rheumatism or I do not know what it was. I 
think there is a little bit of evidence that sub- 
acute bacterial endocarditis in childhood with 
recovery, as sometimes occurs in childhood, may 
produce aortic stenosis. That could cause a le- 
sion like this. But that is rather speculative. 

A StupENT: You speak of aortic stenosis as 
primary here? 

Dr. Cazot: It is primary in the sense that 
we do not know what causes it. We have no 
other evidence of rheumatism in the heart or 
elsewhere, and I do not think anybody knows 
the cause. I do not think it has any relation to 
hypertension. Hypertension tends to stretch 
rather than contract the aorti¢ valve. 

CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 

Rheumatic heart disease. 

Mitral stenosis and aortie stenosis with con- 

gestive failure. . 


DR. RICHARD C. CABOT’S DIAGNOSES 


Aortie stenosis. 

Hypertrophy of the heart, more on the left. 
Chronic passive congestion, general. 

Acute pleuritis. 

Passive congestion of the lungs. 


ANATOMIC DIAGNOSES 
1. Primary disease. 


Aortie stenosis. 
I{vpertrophy of the heart. 
Sclerosis of left coronary artery. 


2. Secondary or terminal lesions. 


Chroni¢ passive congestion of the lungs. 





say is that the right heart seems to have held 


Pulmonary infarcts. 
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PATHOLOGIC DISCUSSION 
BY TRACY B. MALLORY, M.D. 


Autopsy showed a very much enlarged heart 
as expected, weighing 840 grams, and an extreme 
degree of aortic stenosis. All the cusps were 
fused together, leaving only a very narrow, slit- 
like opening about one centimeter and a half 
in length and not more than a millimeter in 
width through which blood could pass. All the 
other valves were entirely negative. From the 
anatomic findings alone I do not believe it is pos- 
sible to say what the etiology of the process 
was. I believe it could have been produced by 
arteriosclerosis or equally well by an old rheu- 
matic process. The left coronary artery showed 
quite a marked degree of sclerosis with ecalcifica- 
tion along most of the margins and narrowing 
of the lumen, though it was not at any point 
obliterated. 

There was a moderate degree of passive con- 
gestion of the lungs and there were several 
definite pulmonary infarets. These infarcts 
were very recent and I think possibly aceount 
very adequately for the rise in the leukocyte 
count. 

Dr. Casor: There was no pleuritie effusion ? 

Dr. Mauuory: No. 

Dr. Cazot: It seems to me this is just the pic- 
ture which I have had in mind in elderly people 
and the etiology of which even post-mortem we 
cannot find. It seems to me a very intriguing 
eardiae problem how such a degree of aortic 
stenosis can exist. Think of it as a mechanical 
thing, an opening a millimeter wide and carrying 
on the circulation. How ean such a patient live 
at all? 

Dr. Mautuory: I imagine that under the rush 
of a column of blood distending it, it would 
dilate up to two or three millimeters in width. 

Dr. Casot: Even so I cannot understand 
how the circulation is carried on through such 
a valve as that. I remember very vividly the 
mitral valve of a surgeon of this hospital. I 
knew him well and was interested to know just 
what they would find at autopsy. I remember 
. Dr. Wright’s trying to get the blades of his 
scissors through that mitral valve. He had 
a good deal of trouble to get them through. Yet 
that man was doing active surgery up to a short 
time before his death. He did not die of heart 
disease, but of strangulated hernia. It seems 
to me hard to understand how that is possible. 

I am glad we were right in saying that there 
was no pericarditis. I suppose his heart should 
normally have weighed 300 grams? 

. Dr. Matitory: Perhaps 350 grams; he was a 
fair sized man. 





CASE 16192 


PROFOUND ANEMIA WITH BLACK’ 
STOOLS AND ENLARGED LIVER 


MepicaL DEPARTMENT 


First admission. An Italian stone mason 
fifty-two years old entered April 19 complain- 
ing of weakness. He was mentally clouded and 
spoke poor English. Only an incomplete and 
unreliable history was obtained from his 
brother. 


For four years the patient had had periods 
of weakness every two or three months when 
he was obliged to stop work. These periods 
became more frequent until four months be- 
fore admission. Then he vomited everything 
taken for two or three days, and afterwards 
continued to have occasional vomiting, poor ap- 
petite, cough and weakness. Since the onset 
his skin had been yellow. He was in bed most 
of the time, losing weight steadily, about 50 
pounds in all. For two weeks he had not been 
clear mentally. Five days before admission he 
vomited very green material. The day of ad- 
mission he vomited twice. He had had no pain, 
no loss of sensation, and only rare headaches. 
Recently he had had some bleeding from the 
gums. His bowels had moved almost daily with 
occasional catharsis. The stools had been black. 
He occasionally urinated at night. 

His family history and past history are ir- 
relevant. He drank a good deal of wine at 
week ends, but not, his brother thought, to ex- 
cess. 

Clinical examination showed a fairly well de- 
veloped and nourished man with gray hair, 
hazel eyes and dry, sealy, dark yellow skin. 
Sclerae icteric. Mucous membranes not pig- 
mented. Very marked pyorrhea. Lungs clear. 
Heart normal except for a systolic murmur over 
the precordium. Blood pressure 112/60 to 
125/82. Lungs clear. Diaphragm low on the 
right. Upper border of liver low anteriorly and 
posteriorly. Edge palpable four fingerbreadths 
below the costal margin. Spleen just palpable. 
The rest of the examination was negative. 


Urine: normal amount, specific gravity 1.010 
to 1.020, a faint trace of sugar at three of nine 
examinations, a faint trace of bile at two, sedi- 
ment loaded with red blood cells at one, 2 to 10 
pus cells at five. Blood: 3,300 to 2,450 leuko- 
cytes, 43 to 60 per cent polymorphonuclears, 
hemoglobin 55 to 70 per cent, reds 1,540,000 to 
2,000,000. At entrance reds mostly of enormous 
size, some microcytes, some poikilocytosis, no 
achromia, basophilia, stippling; platelets re- 
duced ; reticulated reds 0.1+ per cent to 7 per 
cent. Red cell diameters: median 9.1 py, disper- 
sion 2.8 y,—both greatly increased. Two Was- 
sermanns negative. Before transfusion blood 
sugar 98, icteric index 25, fragility 38 to 28, 
non-protein nitrogen 38. Clotting time 8 to 


19 minutes. Sugar tolerance: fasting 91 milli- 
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grams, after half an hour 188 milligrams, after 
an hour and a half 202 milligrams, after three 
hours 122 milligrams. Gastric analysis showed 
no free hydrochlorie acid. The icteric index was 
about 15. A Rosenthal bromsulphalein test 
showed after five minutes 80 per cent, after 
thirty minutes 35 per cent. Stool at entrance 
negative. April 28 echinococcus complementary 
test negative. April 30 van den Bergh test, 
direct negative, indirect positive. 

X-ray examination showed the tibiae normal. 
The lung fields were of normal brilliancy. The 
hilus shadows were moderately increased. The 
aorta was a little tortuous. The heart lay some- 
what horizontal in the chest. There was a small 
round area of density in the lower jaw which 
was thought to be due to a localized deposit of 
lime salts. Examination with a barium meal 
showed a peculiar mottled appearance of the 
entire gastric area. Peristalsis was very slug- 
gish. Another examination without barium 
showed the mottling to be somewhat less appar- 
ent in the lower half of the stomach. There 
was still some apparent mottling in the region 
of the eardia. The gastric walls appeared 
smooth. A barium enema showed no abnormal- 
ity of the colon. 

Temperature 97.4° to 101.4°, rectal, with one 
rise to 102.3° May 16. Pulse 60 to 118. Respira- 
tions 16 to 30. 


The patient was put on raw liver diet April 
22. April 23 transfusion of 500 eubie centi- 
meters of blood was done. The reticulocyte 
count was about 1.0 per cent before transfu- 
sion, 2.0 per cent the next day. The patient 
felt better but showed no change. April 27 
another smear showed the shape of the red cells 
very variable. From April 28 to May 1 the 
reticulocyte count was +5 to 7.8 per cent, May 
3.1.5, May 6 5.1, May 11 1.2, May 14 2.2. The 
systolic blood pressure with the patient lying 
flat was 115, with the patient standing 110. 
Biopsy of a small area of skin showed no evi- 
dence of hemochromatosis. A lumbar puncture 
April 28 gave normal findings except fourteen 
cells, practically all mononuclears. May 1 an 
area of percussion dullness was noted in the re- 
gion of the upper pole of the right kidney. The 
kidney could not be felt. The liver was thought 
not to be enlarged but sagging. No Achilles reac- 
tion was obtained. April 22 a dermatologist re- 
ported arsenical keratosis of the palms, and 
thought that some of the pigmentation of the 
body might be due to arsenic. It was learned 
that one of the medicines the patient had been 
taking contained much arsenic. Two tests May 
2 and May 5 for arsenic in the urine were posi- 
tive. From May 3 to 12 four of five stool ex- 
aminations gave positive to very strongly posi- 
tive guaiae tests. The red count fell from 
2,670,000 May 6 to 1,900,000 May 9. The weight 
fell from 139 pounds April 24 to 136 May 8. 

May 10 a surgical consultant reported that the 
polyposis shown by X-ray might account for the 





anacidity. The location of the lesion was not 
favorable for operation. He advised against ex- 
ploration. 

A dentist thought the mouth condition prob- 
ably a manifestation of the general condition. 
The teeth and gums were far above the aver- 
age. The hemorrhage was unaccounted for. 

The patient did well for the next week and 
May 18 was discharged much improved, to con- 
tinue the liver diet. 

History of interval. He followed the diet ir- 
regularly and did not report to the Out-Patient 
Department. He had swelling, weakness and 
numbness of the legs and periods of more or less 
painful abdominal swelling, frequent mild nose- 
bleeds, considerable tinnitus, occasional palpita- 
tion, some nausea and vomiting and difficult 
micturition. Three weeks before his readmis- 
sion he stopped liver entirely and lost strength. 

Second admission, May 20, a year after his 
discharge. 

Clinical examination as before except as noted. 
Generalized pigmentation—face a sallow brown, 
trunk and extremities a finely mottled tan. Mu- 
cous membranes pale, not pigmented. Palms 
rough, but no keratoses. Tongue showed a sug- 
gestion of atrophic papillae but was not smooth. 
Lungs: coarse musical squeaks at the right base 
posteriorly on deep inspiration and anteriorly 
on expiration. Left border of cardiac dullness 
to pereussion 12 centimeters from midsternum, 
3 centimeters outside the midelavicular line, 
right border 1.5, supracardiae dullness 6.5. 
Sounds of poor quality. Pulmonie second sound 
barely audible. <A soft blowing systolic murmur 
at the apex. Blood pressure 110/65 to 90/50. 
Liver dullness from the fifth rib to 4 centi- 
meters below the costal margin, where the edge 
was felt, smooth, not tender. Splenic dullness 
from the ninth rib. Edge felt two centimeters 
below the costal margin on inspiration. Ex- 
ternal hemorrhoidal tabs. Right knee-jerk 
greater than left. Right ankle jerk normal, left 
not obtained. Slight pseudoclonus of both 
ankles, with bilateral Babinski. 

Urine: amount normal except for 100 ounces 
May 24, specifie gravity 1.008 to 1.016, a trace 
of albumin at two of six examinations, one a 
catheter specimen; no sugar. Sediment of two 
catheter specimens showed 15 to 300 leukocytes 
per high power field. Culture from a catheter 
specimen showed colon bacillus. Renal function 
25 to 20 per cent. Blood at admission: 3,200 
leukoeytes, 48.5 per cent polymorphonuclears, 3 
myeloblasts and one eosinophilic myelocyte seen, 
hemoglobin 40+ per cent, reds 1,250,000, marked 
poikiloeytosis, anisoeytosis and polychromasia, 3 
megaloblasts seen, platelets reduced. Red cell 
diameter measurements, median 9.5 y, dispersion 
3.8 y. Hinton negative. Icterie index 25. Non- 
protein nitrogen 75 May 21, 49 May 28. Clot- 
ting time 11 minutes. Excellent clot retraction 
in two hours. Van den Bergh test: direct reac- 
tion negative, indirect reaction 1.5 milligrams 
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bilirubin per 100 cubic centimeters of serum. 
Fasting contents of stomach: no free hydro- 
chlorie acid, combined acid 3. Test meal: no 
free hydrochloric acid, combined acid 8. Guaiae 
strongly positive in both eases. Bleeding time 
4.5 minutes. Creatinin May 28, 1.8 milligrams. 
Stools negative at five examinations. 

X-ray examination confirmed the previous 
findings. There was some question of mottling 
in the cardiae end of the stomach, but it could 
not be definitely ascertained whether this was 
due to polyposis or not. The rest of the stom- 
ach appeared normal as before. 

Temperature 98.8° to 102.5° with one drop to 
97.4° (rectal) June 7. Pulse 70 to 105. Respira- 
tions normal except for an increase to 39 the 
day of death. 

The patient required intermittent catheteriza- 
tion from the time of admission. The visiting 
physician’s only positive findings on physical 
examination were some weakness of the heart 
muscle and enlargement of the liver. On liver 
extract the patient felt and looked stronger 
and brighter. May 30 the temperature showed 
daily afternoon rise, constantly increasing. May 
ol he felt ill. His abdomen was distended, pre- 
venting good examination. He was put upon 
constant drainage. It was believed that trans- 
fusion would not offer much benefit. June 6 the 
lesion of the left hip, which two days before 
was merely a small area of denudation, was 
much larger, with large bullous formation. The 
following day this was better. There was cystitis 
(bloody urine) from catheterization. The gen- 
eral condition was poor. The blood picture 
showed some improvement, the reds, which had 
fallen to 800,000 June 5 increasing to 1,336,000 
June 12, the hemoglobin from 30 to 45 per cent. 
The reticulocytes were very few May 21, 9.6 
per cent May 23, 1.4 per cent June 2, 15 per 
cent June 11. The patient was, however, very 
weak and grew more unresponsive. June 13 he 
rapidly failed in a few minutes and died. 


CLINICAL Discussion 


BY WILLIAM D. SMITH, M.D., AND 
GEORGE W. HOLMES, M.D. 


NOTES ON THE HISTORY 


Dr. Suitu: If the black stools mean any- 
thing the periods of weakness may have been 
due to gastro-intestinal hemorrhage. However, 
hemorrhage would not entirely account for the 
yellow color. It is hard to account for as much 
loss of weight as that unless he had been eat- 
ing very much less or had malignaney some- 
where. 

Why did they record those facts, gray hair, 
hazel eves? Pernicious anemia cases are rather 
apt to be of that type, with gray hair and blue 
eves. 

**Sclerae icteric.’”’ 
anemia? Perfectly. 


Is that usual for pernicious 





The low diaphragm does not mean much to 
me. I suppose fluid or air in the right pleural 
cavity would push it down. 

If the spleen is palpable it means it is en- 
larged. Some people believe you can palpate 
spleens which are not enlarged. If I can feel 
the spleen it is enlarged. 

Does the sugar in the urine bring up any- 
thing in your mind? Hemochromatosis. He was 
semicomatose, vellow, had a low red count, red 
cells of ‘‘enormous size’’, a tremendously high 
color index and a low white count. All that 
makes us think of pernicious anemia. 

A Strupent: What does dispersion mean? 

Dr. Smitit: Dispersion is a mathematical ex- 
pression of the variation in size of the red cells 
—the greater the variation in size the greater the 
dispersion. In primary anemia we expeet a high 
degree of dispersion. The normal median of 
red cells is from 7.5 to 8. 

A StupENtT: You could get such a picture in 
chronic nephritis. 

Dr. SmitH: Hardly in nephritis. We may 
get it with fish tape worm. I have seen myx- 
edema show blood that was a pretty good imita- 
tion of pernicious anemia, and occasionally we 
may get a bone marrow tumor or malignaney in 
which the blood at some time suggests a pri- 
mary anemia. 

The color index is high, but no higher than 
we may get in pernicious anemia. Fragility .38 
to .28; that is not an increased fragility. I 
should say it means the cells are a little tougher 
than usual. Ordinarily the red cells begin to 
hemolyze at .49 and hemolysis is finished at .35. 
Why did they do a fragility test here? What 
were they trying to rule out? 

A StTupENtT: Hemolytic jaundice. 

Dr. Smiru: The clotting time of eight min- 
utes is normal. Nineteen is a bit high. 

The sugar tolerance is a little bit up, but not 
in any way striking. 

The bromsulphalein test means 35 per cent 
dye retention. That suggests very serious liver 
damage such as might occur in cirrhosis. — It 
seems to be more than we could conceivably get 
with the disease we are considering, pernicious 
anemia. We might get possibly a little bit of 
retention in pernicious anemia, but I do not be- 
lieve we could possibly get 35 per cent reten- 
tion of the dye in half an hour. The van den 
Bergh is suggestive of hemolytic rather than ob- 
structive jaundice. 

Why did they take plates of the tibiae? They 
would if they were looking for syphilitie periosti- 
tis. If looking for malignaney I do not see any 
reason for examining the tibiae any more than 
any other long bone. If they were looking for 
multiple myelomata they would have examined 
the skull. 

Miss PAINTER: There was a question of lues. 

Dr. Smitu: Then they were looking for 


syphilitic periostitis. 
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The temperature is compatible with perni- 
cious anemia. 

If your standards are high enough fourteen 
cells in the spinal fluid is abnormal. But in the 
absence of any other abnormality I think it may 
be disregarded. 

When I find a liver four fingers down it is en- 
larged and not sagging. 

The patient must have been bleeding whether 
he had pernicious anemia or not. He may have 
had bleeding from the gastro-intestinal tract. 

Dr. SmitH: Would polyposis cause anacid- 
ity ? 

Dr. Hotmes: I do not know that it would 
cause that, but it would cause repeated hemor- 
rhages. 

Dr. Siti: His weakness, the numbness of 
his legs and a little swelling of his belly is per- 
fectly compatible with primary anemia. Un- 
fortunately we have arsenic to think of, and 
arsenic poisoning, chronie or acute, can cause 
peripheral neuritis. The difference in knee 
jerks, the bilateral Babinski are all compatible 
with the cord changes of pernicious anemia. 

The renal funetion is a little low. 

Mvyeloblasts are compatible with primary 
anemia. They may be found in any profound 
marrow disturbance. 

The stools were negative. He is apparently 
not bleeding now. 


NOTES ON THE HISTORY 


That is a long history. What are some of the 
points against its being pernicious anemia? 

A StupentT: The liver damage, the black 
stools and the fatal ending. 

Dr. SmitH: Furthermore, for four years he 
had periods of weakness. As a rule pernicious 
anenia without treatment would not last four 
years with exacerbation every two or three 
months. Is there any other diagnosis? 

A Stupent: <A possible diagnosis is cancer 
of the stomach with metastases. 

Dr. Siti: A man would not be likely to be 
sick with cancer of the stomach for four years, 
unless we assume malignant changes in a previ- 
ous ulcer of malignant degeneration in a gastric 
polyposis. This illness began four years ago 
with attacks of weakness. 

A STUDENT: Would Addison’s disease give a 
similar picture ? 

Dr. SmitH: No, it certainly would not. 

A StupENT: He had pigmentation and weak- 
ness. 

Dr. Situ: Yes; but in Addison’s it would 
be extraordinary not to have pigmentation of the 
mucous membranes, and to my mind a _ blood 
pressure of 125 to 112 absolutely rules out Addi- 
son’s disease. At one time they made him stand 
up. When he stood up the blood pressure went 
down only to 110. In Addison’s disease have 
the patient stand up and make him walk around 
the ward and the blood pressure may fall so low 
that he is in a fainting condition. 





His periods of weakness mean something, his 
black stools mean something, his gastric X-ray 
means something, his blood means something. 
I am going to discard his 35 per cent retention 
because that does not go with the rest of the 
picture. It may be wrong to disregard it, but I 
shall. Why did he not show more improvement 
under liver if he had primary anemia? 

A Srupent: He did not keep it up. He in- 
proved in the last week in the hospital. That is 
pretty good evidence that liver had some effect. 

Dr. SmitH: The liver raised the reticulocytes. 
There is no question of that. 

A Stupent: It will not do that in secondary 
anemia. 

Dr. SmitH: It will in sprue. You frequently 
cannot tell the difference between the blood pic- 
ture of sprue and that of pernicious anemia. In 
some places where sprue is endemic the ocea- 
sional ease of pernicious anemia is apt to be di- 
agnosed sprue. Here where we have a good deal 
of pernicious anemia the casual case of sprue is 
likely to be diagnosed pernicious anemia. 

He had some gastro-intestinal trouble, but did 
not have constant diarrhea. 

Hemolytic jaundice seems to be out of the run- 
ning. 

I see no good evidence of cirrhosis other than 
the dye retention. 

That mottling in the X-ray suggests a poly- 
posis of his stomach and might perfectly well 
account for his bleeding, but it is pretty hard 
for me to accept that blood examination as show- 
ing secondary anemia from hemorrhage. Qne 
thing that, prevents pernicious anemia cases from 
doing wel: under liver is an infection somewhere. 
A pernicious anemia case with cholecystitis may 
do rather poorly on the best liver treatment vou 
can give until the infection is cleared up. Poly- 
posis ean bleed. 1 do not know just what the 
effect of repeated hemorrhages in pernicious ane- 
mia would be. Supposing this man had perni- 
cious anemia, we have to make two diagnoses. 
Suppose he had primary anemia; suppose he 
also had polyposis or some other gastro-intes- 
tinal disease. The continual bleeding would 
jeopardize the patient’s chance of doing well 
on liver. 

Dr. Hotmes: The films of his chest do not 
show anything to confirm the elinical note of 
high diaphragm. On the right side the dia- 
phragm is perfectly normal in position. There 
is nothing in his lungs of importance. 

The film of the jaw shows a little spot near 
the tooth. Such an appearance as that we see 
quite frequently where lime salts are deposited 
in the region of a healed abscess. Sometimes a 
calculus in the duct underlying the shadow of 
the jaw will give such a picture. 

The interesting films of course are those of 
the gastro-intestinal tract. He has a_ high 
stomach, and it is rotated so that we are looking 
at the greater curvature. In the region of the 
fundus of the stomach you can see some mot- 
tling. This film also shows some mottling in the 
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lower portion of the stomach. The stomach is 
not unusually large. There is no stasis, no evi- 
dence of stiffness in the wall. This film shows 
the changes perhaps a little better. We evident- 
ly made a rather thorough examination and tried 
to make a diagnosis and failed. Mottling in the 
stomach is most often due to food. Such an ap- 
pearance as that could very well be due to food. 
If he was bleeding and had blood clots in his 
stomach, that could produce such an appearance. 
The fact that this process varies from time to 
time suggests a residue or blood clot. If that 
mottling is constant it probably represents a 
tumor in the stomach, a polypoid growth. In 
malignant polyp there is usually infiltration 
and induration of the wall of the stomach 
sufficient to interfere with peristalsis. How- 
ever, in lesions of the fundus we are not always 
able to decide whether there is induration or 
not, so we have not much evidence in that region. 
I think I should suspect from these films that 
he had a polypoid growth of the stomach. The 
films of the pelvis are negative. The plates of 
the long bones are negative. That rules out 
metastasis to the bone marrow. 

Dr. SmitH: How often does one get poly- 
poid lesions in the stomach? 

Dr. Hotmes: I do not think it is any more 
rare than pernicious anemia. We have about 
one or two cases a year. 

Dr. Matuory: We have about fifty cases in 
the first five thousand autopsies in this hospital. 


DIFFERENTIAL DIAGNOSIS 


Dr. SmitH: I think I am going to guess 
wrong on this case. I am going to ignore many 
of the findings. I am going to say the most 
characteristic thing in that case is the blood. I 
am going to say he had pernicious anemia. I 
am also going to say he had a non-malignant 
bleeding lesion in the gastro-intestinal tract, 
perhaps polyposis. He had a genito-urinary in- 
fection and very likely a terminal pneumonia. 
I do not see how this can quite be malignancy, 
cirrhosis or hemochromatosis. 

A Srupent: I think he had pernicious anemia, 
possibly caneer of the stomach. 

ANOTHER STuDENT: I do not feel at all sure 
he had pernicious anemia. 

Dr. Ross E. Mintz: It is possible to have 
bleeding gastric ulcer over a period of four years 
and possibly carcinoma on top of that? 

Dr. Houtmes: I do not believe that mottling 
represents cancer or ulcer. 

Dr. SmitH: Is it possible to have an ulcer 


and not see it by X-ray? 





Dr. Hotes: It is possible to have cancer of 
the pyloric end of the stomach and not see it. 
I do not think we miss a very large percentage. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Pernicious anemia. 
Gastric malignancy ? 


DR. WILLIAM D. SMITH’S DIAGNOSES 


Pernicious anemia. 

Non-malignant bleeding lesion of the stom- 
ach, perhaps polyposis. 

Genito-urinary infection. 

Possibly terminal pneumonia. 


ANATOMIC DIAGNOSES 


Central necrosis of the liver. 
Early cirrhosis of the -liver. 
Healed pancreatitis. 

Polyp of the stomach. 
Hyperplasia of the bone marrow. 


PatHouocic Discussion 
BY TRACY B. MALLORY, M.D. 


We found a number of lesions at autopsy 
which cannot be fitted together into any one 
disease entity. He had a very marked hyper- 
plasia of the bone marrow perfectly consistent 
with pernicious anemia. There is a bone marrow 
picture in the relapses of pernicious anemia in 
eases that have had no liver therapy, when the 
marrow is made up almost exclusively of megalo- 
blasts with no normoblasts at all. That picture 
is believed to be specific to pernicious anemia. 
In the early stages of remission, however, the 
picture rapidly changes to one indistinguishable 
from the severer grades of hyperplasia that you 
get in secondary anemia. 

He did have a polyp in the stomach, which 
however was a single one and was in the pylorus 
and not in the eardia. 

It is interesting in view of the slight sugar 
excretion from time to time that he had fairly 
marked interstitial pancreatitis. The average 
case of mild diabetes shows absolutely nothing 
post mortem in the pancreas. 

The final finding was an early but quite def- 
inite hypertrophic cirrhosis of the liver, with 
a still more recent central necrosis. 

Obviously these cannot be fitted to any single 
etiology. 

A STUDENT: 
bleeding ? 

Dr. Mauiory: 
but it must have. 


Would the polyp cause any 


I think there is no question 
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THE ATTITUDE OF DOCTORS AND THE 
LAITY TOWARD PUBLIC HEALTH AC- 
TIVITIES 


Boston was honored last month by the attend- 
ance of eminent scientists engaged in the prob- 
lems incident to salvaging human life. These 
men drew from their experience material for 
the education of those present at the meetings, 
in matters of public health. 

Public health is generally considered to mean 
the employment of measures which are believed 
to be effective in preventing, eradicating or con- 
trolling disease. It also means a system of edu- 
cation applicable to physicians as well as the 
laity in the technic of approved methods of 
treatment in certain fields of practice. Its close 
relation to and, in certain instances, its inva- 
sion of certain therapeutic fields have led to ap- 
prehension of definite competition with the ordi- 
nary practice of medicine. In the language of 
the critic of state or federal health departments, 
there is a growing danger of these bodies tak- 
ing on more varied types of practice and dis- 
placing the family doctor to some extent. In 
other words in the minds of objectors State med- 
icine is gradually and insidiously taking from 





physicians their legitimate opportunities for 
earning a livelihood. 

It has been demonstrated repeatedly that hu- 
manity is indebted to public health workers for 


many of the blessings now enjoyed. They have 
organized the combatants in the warfare against 
disease and are carrying on educational pro- 
grams which could never have been financed by 
practitioners. They have led in the fields of 
legislation in showing the futility of some 
schemes and explaining wherein dangers to 
health lie and how to avoid the pitfalls. 


The reaetion of the people to the activities of 
the public health officials has been varied. In 
some instances loyalty and gratitude have been 
shown, in others distrust has led to bitter oppo- 
sition and vituperation. 

Even with the fear of state medicine and mis- 
understanding of the motives of these public 
servants there seems to be a lessening of antag- 
onism from several angles. 


Here in Massachusetts approval of the tuber- 
culosis and cancer activities of the state seems 
to have become almost general. 

The evident spirit of codperation with physi- 
cians has reduced the fear of the likelihood of 
the unreasonable extension of state medicine be- 
yond those special fields in which doctors do not 
take much interest. Is it not likely that as doc- 
tors demonstrate codperation with health offi- 
cials and apply accepted methods of treatment 
wherever indicated that the representatives of 
departments of health will gladly retire and 
leave the field open to those who wish to make 
such work a part of their practice. 

In Maine the physicians of that State have 
shown a definite purpose to codperate with vol- 
untary and official health organizations with the 
result that cordial relations exist. 

The enactment of laws with respect to the can- 
cer program is an indication that the people of 
the State have learned to look to its officials for 
advance in dealing with this scourge but there is 
still opposition to universal pasteurization of 
milk, vaccination and some kindred subjects 
which are, we believe, only temporary reverses 
which will eventually be eliminated with more 
general appreciation of the indispensable func- 
tions of the guardians of health. 

All health matters must depend in their final 
disposition on the will of the people and this in 
turn must be the result of a developed intelli- 
gence which will sweep aside ignorance and sel- 
fishness. Health is purchasable as so often 
stated but not so much in terms of dollars 
and cents as in the contributions of individual 
loyalty to the standards proclaimed by our au- 
thorities. 

We predict that the effect of the remarkable 
series of addresses during the Health Institute 
week will be shown in a growing respect for pub- 
lic health administration. This Journal has been 
favored with several of the important papers 
which we hope will be read with interest and 
profit. 
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NATIONAL HOSPITAL DAY 





Nationa Hospital Day, falling on May 12, 
is now celebrated annually by thousands of hos- 
pitals in Canada, the United States and else- 
where, as a means of directing attention again 
to the work done by these institutions. The 
movement, which was started eight years ago, 
also commemorates the birthday of Florence 
Nightingale. 

The particular object of the National Hospi- 
tal Day movement is to encourage the public 
to visit a hospital on May 12 so that all may 
become acquainted with the methods of conduct- 
ing these institutions, their curative, custodial, 
educational and res rch activities, and by so 
doing to dispel the o.d time fear of the hospital 
and to compel the conviction that it is the 
proper place to come to when one is ill. 





THIS WEEK’S ISSUE 

ConTAINS articles by the following named au- 
thors: 

Weiss, Soma. A.B., M.D. Cornell University 
Medical School 1923. Assistant Professor of 
Medicine, Harvard Medical School. Assistant 
Director and Associate Physician, Thorndike 
Memorial Laboratory, Boston City Hospital. His 
subject is: ‘‘The Development of the Clinical 
Concept of Arterial Hypertension’’. Page 891. 
Address: Boston City Hospital, Boston. 

O’Brien, Frepertck W. A.B., M.D. Tufts 
1911. Associate Professor of Radiology, Tufts 
College Medical School. Visiting Roentgenol- 
ogist, Boston City Hospital, Boston Sanatorium 
and Cambridge City Hospital. His subject is: 
‘*Trradiation of Primary Cancer of the Breast’’. 
Page 897. Address: 465 Beacon Street, Bos- 
ton. 

Swan, CHANNING 8S. A.B., M.D. Harvard 
1923. Assistant Urologist, Massachusetts Gen- 
eral Hospital. Visiting Surgeon, Long Island 
Hospital. Associated with Dr. J. H. Cunning- 
ham in the practice of Urology. His subject is: 
‘“Hematuria’’. Page 901. Address: 46 Glou- 
cester Street, Boston. 


Rock, Jonn. S8.B., M.D. Harvard 1918. 
F.A.C.S. Assistant in Obstetrics and Gynecol- 
ogy, Harvard Medieal School. Obstetrician to 
Out-Patients, Boston Lying-In Hospital. Sur- 
geon to Out-Patients, Free Hospital for Women, 
Brookline. His subject is: ‘‘Progress in Ob- 





stetries’’. Page 907. Address: 198 Common- 
wealth Avenue, Boston. 


-— 
<= 


Che Massachusetts Medical Society 





SECTION OF OBSTETRICS AND GYNECOLOGY 


Louis E. Phaneuf, M.D. Alonzo K. Paine, M.D. 
Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 


Can you give me some practical suggestions 
about the management of cases of sterility? 
There are more than forty possible causes of 
sterility—that is to say, more than forty dis- 
tinet factors which are recognized as tending 
to lower fertility. The average sterile marriage 
is due, not to some single one of these causative 
factors, but to the simultaneous influence of four 
or five. In nineteen sterile unions out of twenty 
the male carries at least some share of the re- 
sponsibility ; in the aggregate about one-third of 
all causative factors are on his side. Slightly 
more than one-third of conditions leading to 
infertility are states of general or constitutional 
depression, as opposed to local abnormalities 
of the male or female reproductive organs. 

From the foregoing facts it is apparent that 
the complete study of a sterile mating is neces- 
sarily a very elaborate undertaking. It must 
deal in every case with the husband as well as 
with the wife. It must include a most detailed 
routine investigation of the generative organs, 
together with the various special tests which 
have been developed during the past few years. 
It must provide an accurate survey of the con- 
stitutional state of both patients, with particular 
reference to depressing conditions of all sorts, 
and with a sufficient study of the vital functions 
so that the endocrine balance may be dependably 
evaluated. 

The best results in sterility can be obtained 
only on a basis of really complete diagnostic 
study. At the same time, it is obvious that a 
study conforming entirely to these standards of 
completeness is so elaborate that it virtually 
attains. the status of a research, and is searcely 
practical for a large number of physicians work- 
ing under ordinary conditions. For the needs 
of the larger number of physicians, it is possible 
to suggest what might be called a simplified 
scheme of sterility-study. This will not vield 
as high a proportion of successful results as 
would come from investigations of a more elab- 
orate character, but it will succeed in a con- 
siderable number of cases, and it will certainly 
eliminate most of the useless and harmful thera- 
peutic procedures which were at one time so 
prevalent in the treatment of this complaint. 
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The following steps are suggested for the 
management of cases of sterility according to 
such a simplified scheme. 


INVESTIGATION 


(1) Take a complete history of the wife. 
More than ordinary attention should be given 
to the following items: menstrual behavior, the 
sex-life, hygiene, diet, weight-changes and other 
endocrine symptoms, previous abdominal and 
pelvie operations, previous normal or abnormal 
pregnancies, and symptoms suggesting inflamma- 
tory disease. 

(2) Make a general physical examination of 
the wife. This is to include a careful search 
for focal infection, a notation of possible endo- 
erine stigmata, and an examination of the blood 
from both the morphological and the serological 
viewpoints. 

(3) Carry out a thorough abdominopelvic 
examination of the wife. Points to be specially 
noted are viscosity of the endocervical secretions, 
evidence of inflammatory disease, any demon- 
strable ovarian pathology, and pelvie hypoplasia 
as shown in the uterus and cervix. It may be 
said, in passing, that infantile pelvic organs are 
exceedingly rare, while juvenilism is common. 

(4) Obtain the wife’s basal metabolic rate. 
To do this will frequently require two or three 
repetitions of the test, since the first reading is 
often too high and hence not truly basal. It 
should be emphasized that a subnormal basal 
metabolic rate does not necessarily indicate thy- 
roid failure; it is found also in hypofunction of 
the pituitary and of the ovary, as well as in 
several non-endocrine conditions. 

(5) Carry out at least one gas-test of tubal 
patency. 

(6) Examine the wife within two hours 
after natural intercourse. Material should be 
taken both from the cervix and from the vagina, 
and subjected to microscopic examination in or- 
der to determine the presence or absence of 
spermatozoa, and the condition of those pres- 
ent. 

(7) Take a complete history of the husband. 
Here again special note should be made of hy- 
giene, diet, and possible endocrine symptoms. 
A previous venereal history should be investi- 
gated. 

(8) Make a general physical examination of 
the husband, again with particular attention to 
focal infections, endocrine stigmata, and abnor- 
malities of the blood. ; 

(9) Carry out a genito-urinary examination 
of the husband, noting the condition of the 
scrotal contents, the prostate, the urethra, and 
the penis. 

(10) Obtain the husband’s basal metabolic 
rate, repeating the test if necessary. 

(11) Examine a condom-specimen of semen. 
This test requires to be carried out in a highly 
critical manner. Unless the spermatozoa can 


be rated close to 100% on grounds of number, 





motility, morphology, and endurance, there is 
room for doubt about the fertility of the male. 
If a specimen is no better than 20% of the nor- 
mal in these particulars, the man is almost cer- 
tainly sterile. 

(12) Make such extra examinations as may 
be indicated by those already carried out. For 
example, there may be evident need for further 
tests of tubal patency, or for further vital-fune- 
tion study of one or both partners. 


TREATMENT 


The investigation of a case as above out- 
lined will usually disclose from two to seven 
factors contributing to infertility. Space for- 
bids a discussion of the various methods of treat- 
ment available for each of the forty or more 
conditions that are encountered. The follow- 
ing general principles may be stated. 

The best results will be obtained only by treat- 
ing all of the abnormalities demonstrable in any 
given case. The prevalent error in the past has 
been to treat the first discovered abnormality, 
and to assume without further investigation that 
others did not exist. 

When endocrine defects are demonstrated, 
they should be corrected by the intensive admin- 
istration of the single gland which is the pri- 
mary focus of failure. This is most commonly 
the pituitary and next most commonly the thy- 
roid, in both sexes; the ovary is responsible 
only in a small minority of female patients; the 
testicle apparently has little or no endocrine 
function after puberty. 

Non-endocrine constitutional depressions re- 
quire equally careful treatment. This includes 
the eradication of foeal infection, the cure of 
chronic intoxications, the removal of debilitat- 
ing conditions, and a careful regulation of diet 
and hygiene. 

Local genital abnormalities in the male eall 
for correction according to the accepted urolog- 
ical methods. 

Local treatment in the female comprises main- 
ly procedures of three sorts. First, chronic in- 
fections and viscosity of the secretions in the 
cervix may be eliminated by lip-splitting opera- 
tions and by the use of the cautery. Second, 
tubal obstruction is treated, if incomplete, by in- 
sufflation and the injection of lipiodol; if com- 
plete, it requires surgery. Third, mechanical 
conditions in the ovary which inhibit normal 
ovulation indicate one or another type of con- 
servative ovarian surgery. Curettage and uter- 
ine suspension are generally to be condemned. 
There is also little or no value in the use of 
alkaline douches or other measures to combat 
a supposed condition of overacidity. 





Questions of a similar nature to the above will 
be discussed in the Journal each week. They 
may be addressed to the Clerk of the Committee 
in care of the Journal and will be answered by 
members of the Committee of the Section of 
Obstetrics and Gynecology. 
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ANNUAL MEETING 


THERE must be something well worth while, 
indefinable or otherwise, which doctors get from 
Medical Meetings or they would never keep com- 
ing in increasing numbers after 149 years. On 
June 17 and 18 the Members of our Society will 
gather again, this time in Plymouth. To those 
who are in the habit of attending the Annual 
Meeting, the inspiration of two or three days 
of contact with fellow practitioners from all 
over the State is a very real thing. The oppor- 
tunity to relax from the daily routine, to make 
new friends, to reminisce with old ones, to pick 
up a few new ideas and to discard some un- 
sound ones—all this is most worth while. We 
usually meet in the larger cities of the State, 
in a leading hotel where distractions are numer- 
ous. Many will. remember the delightful fea- 
tures of the Swampscott meeting six years ago, 
when everyone was gathered under one roof at 
the New Ocean House, facing the sea. Next 
month, in Plymouth, we will again be in a shore 
town. The entire program occurs in the large 
Memorial Building in the center of town. We 
will be quartered in four hotels, all beautifully 
located. Private homes will care for the over- 
flow. There will exist that spirit of freedom 
from convention in dress and in activity which 
belongs to the shore in the summer time. There 
is no reason why many should not look upon this 
Meeting as a splendid opportunity to combine 
education with a delightful half-week holiday. 

Dr. Ernest M. Daland is organizing, with the 
cooperation of Dr. Bigelow and the leading can- 
cer hospitals, a Cancer Exhibit. This should be 
very interesting and instructive, and will aug- 
ment an idea introduced at the Meeting in 
Springfield several years ago. 

Dr. Charles L. Scudder and Dr. Torr Harmer 
have also kindly consented to put on another 
Fracture Exhibit. Many of us saw the excellent 
one in Springfield and will all welcome another. 

The Official Program of the Meeting with de- 
tailed Scientific Program will shortly be mailed 
to the Fellows by Dr. Burrage. 


en 
THE TESTIMONIAL LUNCHEON GIVEN 
BY THE NEW ENGLAND MEDICAL 


CENTER 
A TRIBUTE TO THE Famity Doctor 


On April 30, 1930 the State of Massachusetts 
by its Governor and the city of Boston by its 
Mayor together with a large group of eminent 
citizens of this and other New England States 
including the Governors of Vermont and New 
Hampshire gathered to entertain a number of 
physicians who stand as the representatives of 
the family doctor of former years. 

The oceasion for this recognition of the older 
heroes in medicine is the intention of the pro- 
moters of the plan to secure funds for the Tufts 





and The Floating Hospital under the designa- 
tion of a Medical Center with the expectation 
that doctors will be especially educated in fam- 
ily problems and induced to go to the smaller 
towns and meet the wishes of the people for the 
kind of service dispensed formerly by the medi- 
eal profession. 

This avowed purpose has found a response 
in the approval of many people who fondly re- 
call the relations of the general practitioner 
and the families of previous generations. 

President Hoover and the Governor of Rhode 
Island and Connecticut sent encouraging letters. 

Medals were given to the group of aged doce- 
tors who had responded to invitations to be pres- 


ent. 
A DIGEST OF THE REMARKS 


Chairman Channing Cox said in substance that 
about two months ago the Committee of the New 
England Medical Center started in to locate the 
doctors residing in New England who had been in 
active practice for the longest periods. They heard 
from every section. The names of more than 148 
doctors were nominated. The Committee thought 
that when the doctor who had been active the long- 
est had been located, he should be asked to lay the 
corner-stone for the new medical center building. 
Forty-eight have answered the invitation and they 
are here today, all of whom have been in active 
practice more than 50 years. Three of them are 
over 90 years old. May we express the hope that 
those who are not able to be here are listening in 
over the radio. May we extend a greeting to them. 
We assure you that we have you fondly in our 
minds. 

We have messages from two Governors of the 
New England states and that of the President of the 
United States which I quote: “I am glad to learn 
of the proposed tribute to be paid to the old fam- 
ily doctors of New England, whose ministrations have 
earned the affection and gratitude of the men, women 
and children of three generations. Please extend to 
them my cordial greetings. And I am glad to know 
that this occasion will also be used to forward meas- 
ures looking to the training of young doctors to carry 
on their invaluable medical service in the smaller 
towns and countryside of New England. Yours faith- 
fully, Herbert Hoover.” 

Following the remarks of Chairman Cox, Mayor 
James M. Curley said that it was an exceeding pleas- 
ure as Mayor of Boston to greet any group of citizens 
that honored the city of Boston by their presence 
and in all probability during the present year the 
opportunity for the extension of such greetings 
would be greater than during any previous year in 
the history of the city. Some 500 conventions are 
scheduled to assemble in Boston during 1930. The 
American Legion will gather with an estimated at- 
tendance of 350,000; the American Federation of La- 
bor with 100,000. Representatives of all the various 
fraternal, educational, industrial,and religious organ- 
izations will meet also. There is no occasion for 
rendering more praise to even an accepted body of 
men—the American Legion—no group that is more 
deserving of our heartfelt gratitude than the old 
family doctors who are assembled here today. I 
don’t believe we quite appreciate the character of 
contribution made by these men. I want to cite two 
examples: I recall in 1914 being confronted by a re- 
quest for an increase of 25% to carry on the Bos- 
ton City Hospital. Dr. Mallory had, charge of the 
bacteriological department. I talked with him about 
the department. 
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“What salary do you receive?” I asked. 

“I get $1800 a year but I write and lecture at Tufts 
and Harvard and I manage to get $3000 additional 
every year.” 

“How much does the city allow you for bac- 
teriological research?” 

“They give me a typewriter but no typist.” 

“Suppose that you were to discover some serum for 
scarlet fever or some other disease prevalent at that 
time, how would you get along?” 

“Nicely on about $3000 a year.” 

“Starting tomorrow your salary will be $4000 a 
year. We will give you $40,000 in order that you 
may buy some chimpanzees with which to experi- 
ment.” 

Dr. Mallory is simply a type of the old-fashioned 
physician who places loyalty and devotion to his 
profession above everything else. He is one of the 
most lovable, kindly, capable and skilful doctors I 
have ever known in the medical profession. 

We have no system of pensioning these men who 
grow old in the service of the people. If the doctors 
practicing in Massachusetts could assemble the 
money that is owed them—honestly and actually 
owed them—we could build a $100,000,000 Medical 
Center without asking a contribution from a living 
soul. 

We must never overlook the obligation that we 
owe to the family doctor. These men sacrificing, 
these men devoted to the profession of healing, min- 
istering to the ill, who never enter a sick room with 
asad face regardless of how heavy their hearts may 
be or how light their purses, should be characters of 
inspiration. Everybody in New England owes some- 
thing to the old family doctor. Let us get behind 
the Medical Center and raise the necessary funds. 

Governor John E. Weeks, Vermont, was the next 
speaker. He felt that it was a distinctive pleasure 
to be a guest at the testimonial luncheon. 


“It is a great honor to know that he who is with 
us in spirit but not in vision at just this moment* 
is one of the old-time physicians of the highest type, 
a man who for nearly a century has spent the major 
part of his life in service to that community which 
he represents. Dr. Eddy has traveled over the hills 
and valleys, when roads were poor, performing a 
function wherever he went. It is a great joy that 
he has lived to see this day and that he carries the 
honor of being a guest at this unique celebration. 
Vermont is proud of what he has done. 

“T want to refer to another man who is our guest 
today—Dr. Curran, who is dangerously near 90 
years.” 

Following these remarks Chairman Channing Cox 
asked all the guests of honor to arise and everybody 
applauded. 

Dr. Roger I. Lee, chairman of the doctors’ com- 
mittee of the Center, said that the mechanical robots 
of civilization are driving us into the arms of a 
swarm of specialists. 

“Much honor is given to the specialists but at 
the same time a large part of medical research has 
been performed by the family doctor and general 
practitioner. 

“In the modern jargon, the family doctor is not a 
good advertising man because he still thinks in 
terms of ‘tantrums’ instead of ‘complexes’, in terms 
of ‘calf love’ instead of freudian sexual inhibitions, 
in terms of stomach-ache instead of spasmic colitis. 


“It has been said that every medical specialist 
finally becomes a victim of the disease in which he is 
specializing. ‘There are however two exceptions— 
obstetrics and gynecology. 


“A short while ago it was said by a physician that 
‘not often does a doctor cure a patient, but the pa- 
tient gets well himself’. There is nothing new in this 


*Dr. Eddy had stepped from the room. 





statement. Aesculapius has stated ‘We dress the 
wound, God heals it’. 

“Most families want the family doctor as a help 
and guidance and by the same token when a human 
being passes on and there is no question of cure, 
he is wanted to help an individual out of the world 
just as he helps him to come in. 

“It may be true that not often does a doctor cure 
and not in every instance does he bring relief but 
it is true that a family doctor brings comfort.” 

Dr. Alfred Worcester (Professor of Hygiene at 
Harvard University): 

“Thank you for your tribute to my colleagues of 
today. 

“Boston is the center of modern fads and antiques. 
The real purpose of this gathering is to put on ex- 
hibition those who are competing for the prize of 
superannuation. 

“To make plain the fact that we have to replenish 
our ranks, we owe a lot to the specialist. We are 
somewhat concerned lest the art of medical practice 
disappear. But our real concern is that the art of 
practice which we learned from masters in our own 
apprenticeship shall not perish. There is all the 
difference in the world between the science and art 
of medical practice. It is hard to define as an art; it 
is hardest to define what we understand, we know 
and feel to be the art of medical practice. 

“Ruskin said: ‘Art is the joint action of brain 
and hand and heart’. In the science of medicine and 
in the schools devoted to the science of medicine 
there is no lack in the education of the brain or in the 
education of technical skill but in the education of 
the heart there is not the advantage that there 
used to be. 

“We are enthusiastic about the Medical Center be- 
cause there will be a greater opportunity for teach- 
ing the art of medical practice. The glory of the 
recreation of the patient does not belong to us but 
to the Creator himself.” 


Mr. Channing Cox then said a few words: 


“It is not necessary to point out how much some 
communities need a family doctor. Dr. Kendall, 
State Commissioner of Maine, said that 226 towns 
in that State have no doctor whatever. Such facts 
speak for themselves. The Medical Center is do- 
ing everything possible to remedy this situation. 
Scholarships and loans will be made available for 
students who undertake to go back to their own 
towns to practice. We must make it possible to have 
that Medical Center. On the whole we have made 
splendid progress. Seven hundred and seventy-five 
thousand dollars has been subscribed toward the fund. 
We must have one million dollars to erect the plant 
to house the Floating Hospital, medical school and 
to give protection to the people against diseases. We 
need $500,000 as an endowment. In the next two 
weeks, May 1 to May 15, we hope to enlist the serv- 
ices of the people and raise an additional $225,000 
so that by the first of June we can call this work 
complete. We have had up to date 2500 subscrip- 
tions. That number should be doubled to give us the 
necessary $225,000. I hope that everybody here will 
be able to get at least five subscribers.” 

Dr. George H. Bigelow: 

“T have never practiced. Nothing like that can 
be said about you. You have contributed to public 
health in communities and in a like sense you have 
been health officers. Everything depends upon the 
family physician. The family looks to you for ad- 
vice. A word from you is worth tons of literature 
put out by the Public Health Department. 


“Some years ago we were directed by the Legisla- 
ture to study rural health conditions. Everyone 
seemed to have some reason for not calling a physi- 
cian. There seems to be a desire to have cheaper 
medicine. Many would give up the doctor rather 


than the medicine. 
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“For the contributions which you gentlemen have 
made over the years to public health, I salute you.” 

This testimonial luncheon was a memorable oc- 
casion because of the opportunity to do homage 
to the representatives of a profession dedicated 
to the service of mankind and who, in innumer- 
able instances, have demonstrated heroism of 
the highest order. 

If the younger doctors now entering the pro- 
fession will study the early history of medicine 
there will grow an appreciation of the courage, 
ingenuity and powers of reasoning of those who 
had little aid from the associated sciences. 

siateneinineilcondumiciincs 

MASSACHUSETTS LEGISLATIVE 

NOTES 


HOUSE-—-NO. 1314 

An Act establishing the Status of Certain Cities 
included within Tuberculosis Hospital Districts. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
sithority of the same, as follows: 

Section ninety-one of chapter one hundrea and 
clh.ven of the General Laws, as amended by se. tion 
two of chavter four hundred and forty-three aid by 
section two of chapter five hundred and one, both 
of the acts of nineteen hundred and twenty-four, 
is hereby further amended by inserting after the 
word “provided” in the eighth line the following: 
-——, that no city included within a tuberculosis hos- 
pital district shall become entitled to such exemp- 
tion by reason of any change in the number of in- 
habitants of such city, and provided, further, 
=o as to read as follows:—SectTion 91. Cities having 
one hundred thousand or more inhabitants as de- 
termined by the last national census, and cities and 
towns having less than one hundred thousand inhabi- 
tants as determined as aforesaid and already possess- 
ing and continuing to furnish satisfactory tubercu- 
losis hospital provision, shall be exempt from the 
provisions of sections seventy-eight to ninety, inclu- 
sive; provided, that no city included within a tuber- 
culosis hospital district shall become entitled to such 
exemption by reason of any change in the number 
of inhabitants of such city, and provided, further, 
that each city or town of less than one hundred 
thousand inhabitants as aforesaid, which on July 
first, nineteen hundred and twenty-seven or at any 
time thereafter shall have failed to furnish tuber- 
culosis hospital provision to the satisfaction of the 
department in a tuberculosis hospital maintained by 
said city or town or in a building or ward of a hos- 
pital set apart by it for its tubercular patients, shall, 
upon receipt of written notification from the depart- 
ment of such failure, become and be a part of the 
cistrict of the tuberculosis hospital for the county 
or section thereof in which such city or town is situ- 
ated; and provided, further, that any city or town 
may, at any time upon application and payment of 
its proportionate share of the actual construction 
costs, as hereinafter provided, of said county tuber- 








‘ culosis hospital, if any, become a part of the hospital 


district of the county or section thereof in which 
it is situated. Each city or town becoming, by rea- 





son of its failure to comply with this section or upon 
application as aforesaid, a part of a county hospital 
district shall pay to the district treasurer its pro- 
portionate share of the actual construction costs of 
said county tuberculosis hospital, if any, including 
land, buildings and equipment, computed as of the 
date of such failure or such application. In case 
the city council of such city or the selectmen of such 
town and the trustees of such county tuberculosis 
hospital do not agree on the amount of such pro- 
portionate share within three months after the re. 
ceipt by said city or town of written notification 
from the department of failure as aforesaid, or with- 
in three months after application as aforesaid, the 
amount of such share shall be determined by a valu- 
ation board consisting of the mayor of the city or 
the chairman of the board of selectmen of the town, 
a person to be selected forthwith after the expira- 
tion of said three months’ period by the county com- 
missioners of the county in which such city or town 
is situated, and a third person to be selected by the 
other two. If the representatives of the city or town 
and the county do not, within thirty days after the 
selection of the county representative on said beard, 
agree upon a third member thereof, such third mem- 
ber shall, on petition therefor by any party in inter- 
est to the supreme judicial court, be appointed by a 
justice thereof. The decision of a majority of said 
valuation board shall be final. 


HOUSE—NO. 1332 
House of Representatives, April 30, 1930. 


The committee on Ways and Means, to whom was 
referred the Bill to provide for fees of physicians 
appearing before the Department of Industrial Acci- 
dents on behalf of injured employees (House, No. 
639), report that the same ought to pass with an 
amendment substituting therefor the accompanying 
bill (House, No. 1332). 

For the committee, 
MICHAEL H. JORDAN. 

An Act to provide for Fees for Physicians appear- 
ing before the Department of Industrial Accidents 
on Behalf of Injured Employees. 

Be it enacted by the Senate and House of Repre- 
sentatives in General Court assembled, and by the 
authority of the same, as follows: 

Section nine A of chapter one hundred and fifty- 
two of the General Laws, as enacted in chapter two 
hundred and forty-two of the acts of nineteen hun- 
dred and twenty-nine, is hereby amended in line four 
by inserting before the word “hearing” the word: 
—any, —so as to read as follows:—Section 9A. When- 
ever a medical question is in dispute in any case, 
and an impartial physician has not, prior to seven 
days before the date assigned for any hearing there- 
cn, been appointed by the department or a member 
thereof, the employee may engage his own physician 
to appear and testify in his behalf and, if the de 
cision of the single member or of the department 
is in favor of the employee, a reasonable fee shall 
be allowed by the member or by the department for 
such physician’s services and shall be added to the 
amount awarded to the employee and be paid by the 
insurer under the provisions of this chapter. 
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MISCELLANY 


RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR MARCH, 1930 


GENERAL PREVALENCE 


The reported incidence of communicable diseases 
was within normal limits, the increase over that 
of last year being due to a greater prevalence of 
measles, mumps, and whooping cough. 





New low records for anterior poliomyelitis, diph- 
theria, and typhoid fever were established, that for 
typhoid equaling the lowest ever reported for any 
month. The reported incidence of scarlet fever, in- 
fluenza, German measles and non-pulmonary tuber- 
culosis was similarly low. Measles, although show- 
ing a very marked increase over last March, was 
still below the prosodemic index. 

Pulmonary tuberculosis, chicken pox, and mumps 
were reported within endemic limits. 


Epidemic cerebrospinal meningitis continued more 
prevalent than at any previous time during the past 
decade but has not reached alarming proportions. 
The incidence of lobar pneumonia and whooping 
cough was somewhat high. 

Gonorrhea and syphilis continue to be reported 


with a greater frequency than at any time since 
1919. 
RARE DISEASES 


Anthrax was reported from Methuen, 1; Peabody, 
1; total, 2. 

Anterior Poliomyelitis was reported from Dart- 
mouth, 1; total, 1. 

Dysentery was reported from Boston, 1; Cambridge, 
i; Lynn, 1; total,.3. 

Encephalitis lethargica was reported from Cam- 
bridge, 1; Everett, 1; Northampton, 1; Tyngsbor- 
ough, 1; Worcester, 1; total, 5. 

Epidemic cerebrospinal meningitis was reported 
from Amherst, 1; Boston, 8; Cambridge, 2; Chico- 
pee, 1; Fall River, 1; Holyoke, 2; Lawrence, 4; Pitts- 
field, 1; Williamstown, 1; Whately, 2; Worcester, 1; 
total, 24. 

Malaria was reported from Boston, 1; total, 1. 

Septic sore throat was reported from Ayer, 178; 
Boston, 6; Brockton, 1; Cambridge, 1; Charlton. 1; 
Danvers, 1; Medford, 1; Milton, 1; Needham, 1; 
Pittsfield, 1; Saugus, 1; Taunton, 1; total, 194. 

Tetanus was reported from Cambridge, 1; Danvers, 
1; Somerville, 1; total, 3. 

Trachoma was reported from Boston, 1; total, 1. 

Undulant fever was reported from Ayer, 1; total, 1. 





MONTHLY REPORT OF CERTAIN COMMUNICABLE DISEASES. 


Cases in Entire Population 


Case Rates per 100,000 Pope 











Mare Mare Prosodemio Epidemic Mar. Mar. Expected 

1930 1929 Index Index 1930 1929 Rate+*+* 
ALL CAUSES 12,285 7,972 * eo 276.9 179.7 o 
Ante Poliomyelitis 1 2 10% oles 202 204 ee 
Diphtheria: 282 344 347% 984% 6.4 7.9 7.8 
Epe Ce Se meningitis 24 15 lls 200% A) Pt} 02 
Measles 3798 1542 4564+ 8% 85.6 $5.2 102.9 
Pneumonia, Lobar 676 695 683* 1,0#* 15.2 15.9 15.4 
Scarlet Pever 1177 1373 1597 o7** 26 5 31.3 36.0 
Tuberoulosis, Pul. 493 437 438% l les pie ee 10.0 10.0 
Typhoid Fever 8 18 14% 644 02 4 Py) 
Whooping Cough 1603 699 1092 1,4%% 33.9 16.0 24,6 
Chicken Pox 974 743 = * 22.9 17,0 - 
German Measles 540 173 - « 12.2 3.9 ” 
Gonorrhea 574 371 e ™ 12.9 8.5 - 
Influenza = 50 386 + = 1.1 8.8 = 
Yumps 1022 440 a ” 23.0 10.0 = 
Syphilis 415 147 ss » 904 304 oe 
Tuberculosis, 0. F. 52 57 e bad 1.2 1.8 e 


* This Index is an attempt to estimate the number of cases based on the trend during 
the past years which can be expected to occur, and is for the purpose of canparison with 


the number of cases which actually did ocour. 


** This ratio expresses how prevalent the disease is compared with the index mentioned 
above; 1,0 indicates that the actual number of cases equals the expected number, A 


larger number means a greater prevalence, and 
expected. Thus, 2.0 would indicate twice the 
expected number of oases, The method used to 


a smaller nunber a lesser prevalence than 
expected number of cases, and .5 half the 
determine the indices is described in the 


August 18, 1927 issue of the Boston Medical and Surgical Journal, 


*** Calculated from the Prosodemic Index. 





WEEKLY HEALTH INDEX 


Telegraphic returns from 65 cities with a total pop- 
ulation of thirty million for the week ending April 
26, indicate a mortality rate of 14.2 as against a rate 





of 13.1 for the corresponding week of last year. An 
unusually high rate (69.6) appears for Columbus, 
Ohio, due probably to the fact that a large number 
of lives were lost during a disastrous fire at the 
State Prison. With this exception the highest rate 
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(24.5) appears for Utica, N. Y., and the lowest (8.3) 
for Grand Rapids, Mich. The highest infant mor- 
tality rate (131) appears for Memphis, Tenn., and 
the lowest for Grand Rapids, Mich., Omaha, Nebr., 
and Tacoma, Wash., which reported no infant mor- 
tality. 

The annual rate for 65 cities is 13.9 for the seven- 
teen weeks of 1930, as against a rate of 15.6 for the 
corresponding weeks of 1929.—Bulletin U. S. P. H. 8. 

oo 


RECENT DEATHS 





WARD—Death has taken Dr. GreorGe OTIS WARD, 
who was for 33 years treasurer of the Worcester 
District Medical Society, at the home of his son, Otis 
A. Ward, in Brighton, following a second cerebral 
hemorrhage. He died April 22, 1930, at the age of 75. 

He was born in Worcester, November 16, 1854, 
was educated at the Worcester schools and at Brown 
University, Providence, where he took an A.B. and 
an A.M. in 1877, attaining Phi Beta Kappa rank. For 
a year he taught mathematics and the sciences at 
the Hitchcock free high school at Brimfield and then 
at the Worcester Academy until 1882. He married 
the sister of Dr. Abercrombie, former headmaster of 
the academy and during his entire professional 
career Dr. Ward was physician to that institution. 
Entering Harvard Medical School he received his 
M.D. in 1887, previously having served as house offi- 
cer at the Boston City Hospital and at the Boston 
Lying-In Hospital. Settling in his native city he was 
appointed visiting physician to the Worcester City 
Hospital and to the Memorial Hospital in 1888. These 
positions he held for twelve years, after that devot- 
ing himself to private practice. His service to the 
Worcester District Medical Society began in 1890 
when he was elected secretary, an office he relin- 
quished in 1896 to become treasurer, and this he gave 
up only when he had a cerebral hemorrhage early in 
the year 1929. As a treasurer he was most con- 
scientious and always kept his accounts in good 
order besides keeping a constantly watchful eye on 
the membership of his district. Through all the 
years of his treasurership he never failed to be at- 
tentive to his duties and was regarded as a model 
district treasurer. For thirteen years after 1914 he 
was a councilor of the Society being regular in his 
attendance at meetings, interested and helpful in 
conducting the business of the Society. In 1916 he 
served as president of the Worcester District Medi- 
cal Society. 

Dr. Ward numbered among his friends the leading 
medical men of Worcester, meeting some of them at 
the monthly meetings of the chief private medical 
club of the city. He was true in his friendships. He 
will be missed by a large circle of friends and pa- 
tients. 





BROOKS—Dr. LAwTON STICKNEY Brooks, once 
prominent physician of Springfield, died in that city 
at the age of 82 on April 26, 1927 after 17 years of 
retirement. 

Dr. Brooks came of a family of physicians. A son 
of Dr. Samuel D. Brooks, the younger Brooks, a grad- 





uate of Columbia University, College of Physicians 
and Surgeons, 1869, practised with his father from 
1873 until the latter’s retirement in 1881. He was 
long a member of the staff of the Springfield Hos- 
pital, once its president, and was accounted a sur- 
geon of great skill. He was said to have had the 
largest practice of anyone in the city before his re- 
tirement. Classed with such figures in the profes- 
sion as Dr. Theodore S. Breck, Dr. David Clark, Dr. 
Frederick Chapin and Dr. George C. McClean, he 
maintained a commanding position in the profession. 
He had a distinguished figure and was courteous 
and kindly in bearing. 

Among his memberships were the American Medi- 
cal Association, the Massachusetts Medical Society, 
Springfield Academy of Medicine, Massachusetts 
Sons of the American Revolution, Springfield Library 
Association, Connecticut Valley Historical Society, 
Winthrop, Century and Petersham Country Clubs. 

Of late years Dr. Brooks had travelled extensively 
in Europe and had made his summer home in Peter- 
sham. 

In 1878 he married Miss Annie Laurie, daughter 
of the Rev. Dr. Thomas Laurie of Providence, R. lL 
She and a daughter survive him. 





KEBABJIAN—Dr. Hrant KEBABJIAN of 366 Com 
monwealth Avenue died Sunday, May 4, 1930. Fu- 
neral services will be held at the Armenian Church, 
397 Shawmut Avenue, at 3 P. M. on Sunday, 
May 11, 1930. 





iE — 


NEWS ITEMS 


HARVARD MEDICAL SCHOOL NEWS—The fol- 
lowing appointments were made public by the Dean’s 
Office on April 28, 1930: 

Appointments: For three years from September 1, 
1930: 

Robert Montraville Green, M.D., Assistant Profes- 
sor of Applied Anatomy. 

Benjamin White, Ph.D., Assistant Professor of Bac- 
teriology and Immunology and of Preventive Medi- 
cine and Hygiene. 

William Henry Robey, M.D., Clinical Professor of 
Medicine. 

Frederick Taylor Lord, M.D., Clinical Professor of 
Medicine. 

Arlie Vernon Bock, M.D., Assistant Professor of 
Medicine. 

Samuel Albert Levine, M.D., Assistant Professor of 
Medicine. 

James Patrick O’Hare, M.D., Assistant Professor of 
Medicine. 

Francis Winslow Palfrey, M.D., Assistant Profes- 
sor of Medicine. 

Harold Leonard Higgins, M.D., Assistant Professor 
of Pediatrics. 

Hallowell Davis, M.D., Assistant Professor of Phys- 
iology. 

Percy Goldthwait Stiles, Ph.D., Assistant Professor 
of Physiology. 

Harry Caesar Solomon, M.D., Assistant Professor 
of Psychiatry. 
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James Dellinger Barney, M:D., Assistant Professor 
of Genito-Urinary Surgery. 

William Edwards Ladd, M.D., Assistant Professor 
of Surgery. 

Edward Clark Streeter, M.D., Lecturer on the His- 
tory of Medicine. 

George Burgess Magrath, M.D., Instructor in Legal 
Medicine. 

Walter Bauer, M.D., Instructor in Medicine. 

Tracy Jackson Putnam, M.D., Instructor in Neu- 
ropathology. 

Appointment: 
1933: 

Chester Scott Keefer, M.D., Assistant Professor of 
Medicine. 


From July 1, 1930 to September 1, 





APPOINTMENT OF DR. S. H. EPSTEIN—Dr. 
Samuel H. Epstein has been appointed Assistant in 
Therapeutic Research, State Department of Mental 
Diseases. He is working in the Neurosyphilis Divi- 
sion at the Boston Psychopathic Hospital under the 
direction of Dr. H. C. Solomon. 

Dr. Epstein is a graduate of Harvard Medical 
School, Neurological Service of the Boston City Hos- 
pital, Medical Service of the New Haven (Yale) 
Hospital, and formerly Assistant Physician of the 
Boston Psychopathic Hospital. 





— 


REPORTS AND NOTICES OF 
MEETINGS 





THE HARVARD MEDICAL SOCIETY 


The Harvard Medical Society held a meeting in 
the Peter Bent Brigham Hospital Amphitheatre on 
Tuesday evening, April 22, 1930, at 8:15 o’clock. 
After the presentation of cases, Dr. Harvey Cushing 
introduced the speakers. 


The first case was presented by Dr. Tolman. The 
patient was a 24 year old married woman who came 
to the hospital complaining of numbness of the feet 
and legs. Two and one half years before she had 
noticed increasing weakness which progressed for 
a year, when she consulted a doctor who found her 
haemoglobin to be 65%. With iron therapy she im- 
proved for a while, but six months later collapsed. 
Her haemoglobin was found to be 30%. She im- 
proved on liver extract and stopped treatment eight 
months ago. Four months ago she again developed 
symptoms and again improved with liver extract. 
Two months ago she developed numbness of the 
feet which progressed up to the hips, and she then 
entered the hospital. Her past history was interest- 
ing in that many of her family had light complex- 
ions. Physical examination on admission was neg- 
She had a red count of 3,000,000, a normal 
reticulocyte count, and no free gastric hydrochloric 
acid. Dr. Murphy pointed out that the patient is 
very young for pernicious anemia, that her dark 


ative. 





complexion coupled with pernicious anemia is un- 
usual, and that in her ease as in all others, liver 
treatment: is not a cure and must be continued in- 
definitely. Hats tho ' 

Dr. Armitage presented two ‘neurological cases. 
The first case was a man of 29 years who was ad- 
mitted to the hospital complaining of. attacks of 
headache and dizziness of 24% years’ duration com- 
ing on intermittently every 2-3 months. Examina- 
tion showed some loss of visual acuity, choked discs, 
and ventriculogram revealed a tumor mass. project- 
ing into the third ventricle. . He‘was treated ‘by 
decompression and deep X-ray therapy. ‘: i 

The second case was a man of 40::years complain- 
ing of two years of failing vision ‘in’ the. left eye, 
slight dizzy attacks, and headaches. -Examination 
revealed a complete bilateral anosmia, reduced vis- 
ual acuity, choked disc, and a slight secondary optic 
atrophy in the left eye. Ventriculogram showed here 
again a third ventricle tumor which was also treated 
by a decompression. f ' 

Both cases were shown to demonstrate how' large 
a tumor may be in the third ventricle region with- 
out giving symptoms. 


The first paper was presented by Dr. William Raab, 
Rockefeller Research Fellow, on “Endocrine and 
Nervous Factors in Fat Metabolism”. Dr. Raab first 
pointed out that while we know something of en- 
docrine and nervous influences upon carbohydrate 
metabolism, we know little about fat metabolism. A 
good method to study this is by way of the blood 
lipoids. Hyperlipemia may be caused by increased 
mobilization of fat of the body tissues, or by the in- 
ability to deposit the fat circulating in the blood. In 
diabetic cases that do not show a marked hyper- 
lipemia the difference in fat content of arterial and 
venous blood does not vary greatly, although there 
is more fat in the venous blood which is evidence of 
fat mobilization. Insulin causes hyperlipemia to 
disappear, and augments fat retention in the tissues. 
Adrenalin causes a slight fall of blood fat and a 
marked rise of the acetone bodies in the blood. 

Dr. Raab especially studied the hypophysis in 
relation to fat metabolism. Obesity is not only a 
sequel to hypophyseal dysfunction, but also follows 
injury to the base of the mesencephalon. This is 
shown by the fact that destruction of the tuber cin- 
ereum causes the same symptoms as a hypophyseal 
lesion. If pituitrin is given subcutaneously to dogs, 
there is a drop in the blood neutral fats, with a re- 
‘turn to normal again in 24 hours. Two English in- 
vestigators found that pituitrin causes an accumu- 
lation of fat in the liver, this fat later disappearing 
without causing hyperlipemia. One can therefore 
conclude that the liver destroyed this fat. Dr. Raab 
injected pituitrin intracranially and noticed that in 
this way much smaller doses of pituitrin were suf- 
ficient to cause the typical effect than if injected 
subcutaneously. If the tuber cinereum was des- 
troyed, the spinal cord transected, the splanchnic 
nerve sectioned or paralyzed, or the sympathetic 
system taken out, pituitrin had no effect on the 
blood lipoids. Thus, the nervous pathway for con- 
trol of fat metabolism is from the mesencephalon, 
through the cord and abdominal sympathetics to the 
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liver. Consequently, if pituitrin controls obesity, it 
should be the best treatment for this condition. It 
is not, however, for three reasons: first because daily 
intracranial therapy in humans would be impossible 
and subcutaneous treatment would require too much 
pituitrin; second, because the nerve centres would 
not in many cases respond due to their destruction 
by tumor, infection, etc.; and last, because pituitrin 
does not mobilize fat, but destroys it in the liver. 

Dr. Raab cited cases of tuber cinereum destruction 
and pituitary tumors, each causing obesity. He 
stressed the parallelism of the adrenal-sympathetic 
and the pituitary-mesencephalic systems. He con- 
cluded by hoping that future endocrinological re- 
searches would bring to light the relation between 
all these facts. 

The second paper on “Supra-vital Tissue Prepara- 
tions for Immediate Diagnosis of Intracranial 
Tumors” was presented by Dr. Louise Eisenhardt. 
Dr. Eisenhardt described the method now used at 
the Brigham Hospital for quick diagnosis of intra- 
cranial tumors. The tumor is exposed and a mi- 
nute bit is put on a clean glass slide, and covered by 
a drop of 1:10,000 solution of aqueous neutral red. 
A cover slip is pressed down over it so as to 
make a smear. Experience shows how much pressure 
is needed. The preparation is then sealed with par- 
affin and vaselin, and examined in a warm box while 
the cells are still living. The average time for the 
preparation is one minute. The value of the method 
lies not only in making a quick report, but also in 
seeing the non-fixed cells which are not cut and may 
be seen in more than one plane. Dr. Eisenhardt 
concluded by showing slides illustrating the differ- 
ent types of intracranial tumors and the ease of 
diagnosis by the above method. 


THE MASSACHUSETTS MEMORIAL HOSPITALS 


The regular meeting of the Staff of the Massachu- 
setts Memorial Hospitals was held at the Evans 
Memorial on Friday, April 25, 1930. 

Dr. Frank E. Barton, Jr. reported a series of 
cases of cancer of the breast treated in the hospi- 
tal during the years 1921-24. Results were compara- 
ble to those reported by the Committee in Cancer 
Research, in that duration of life after operation, 
percentages of five year cures and incidence of local 
recurrences were little affected by removal of the 
pectoral muscles or by the use of x-ray therapy be 
fore operation. The paper was discussed by Dr. A. 
R. Kimpton, Dr. J. E. Briggs and Dr. S. W. Ells- 
worth. 

Dr. Myron Hahn reported a case of diverticulum 
of the bladder in which the urinary symptoms and 
urinary infection were greatly relieved by removal 
of median bar obstruction at the bladder neck by 
the Collings method of electrotome excision. He 
also reported a case of rapid recurrence of rena! cal- 
culus. X-ray immediately following a pyelotomy 
for stone showed no evidence of remaining calculus, 
and the patient was free from symptoms for about 
four months. Six months after operation x-ray 
showed two calculi in the kidney, each about one 
centimeter in diameter. Dr. Hahn believes that 
x-rays at the time of operation, control of urinary 





infection and relief of stasis in the kidney pelvis will 
tend to decrease the incidence of recurrence. 

Dr. A. E. Hiebert presented a device for hastening 
closure in open granulating wounds. This consists 
of a clamp by which gradually increasing tension 
may be applied to the skin on each side of the wound. 
Lantern slides showing results obtained in several 
cases were shown. 





BOSTON DISPENSARY 
The May meeting of the Clinical Staff of the 
Boston Dispensary will be held Thursday evening, 
May 22, 1930, at 8:15 P. M., at 25 Bennet Street un- 
der the auspices of the Division of Research. 


PROGRAM 


1. “An Evaluation of Therapeutic Results in Es- 
sential Hypertension”, David Ayman, M.D. 
2. “New Features in Clinical Teaching”, Joseph 
H. Pratt, M.D. 
3. “Problems in the Serology of Syphilis’, Wil- 
liam A. Hinton, M.D. 
Discussicn: Dcctors W. Richard Ohler, A. Warren 
Stearns, C. Morton Smith, and Samuel A. Levine. 
Physicians, Medical Students, Nurses and Social 
Workers are cordially invited to attend. 
JosePpH H. Pratt, M.D., President. 
RoBert W. Buck, M.D., Secretary. 





HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Amphitheatre of the Peter Bent 
Brigham Hospital at 8:15 on the evening of Tuesday, 
May 13. The program is as follows: 

1. Presentation of cases from the X-ray Depart- 
ment. 

2. “Senile Hyperostosis of the Skull.” By Dr. 
Richard Farnsworth. 

3. “Subdeltoid Bursitis.” By Dr. Edward B. 
Castle. 

4. “Brigham Hospital to Mexico City by Airplane.” 
By Dr. Richard Light. 

5. “X-ray Appearance of Primary and Secondary 
Cancer of the Lung.” By Dr. Channing Frothing- 
ham. 

WILLIAM P. MurpHuy, M.D., Secretary. 





AMERICAN HEART ASSOCIATION, INC. 


The Annual Scientific Meeting of the American 
Heart Association will be held on Tuesday, June 
24, 1930, at Detroit, Michigan. 

I. C. RIGGIN, M.D., Executive Secretary. 





NEW ENGLAND HEART ASSOCIATION 

Annual Meeting, May 15, 1930, 8:00 P. M. 

House of the Good Samaritan, 25 Binney Street, 
Boston. 

I. The Scope of the Work in Rheumatic Heart 
Disease at. the House of the Good Samaritan. Dr. 
Howard B. Sprague, Boston. 

II. A New Recording Rectal Thermometer. Dr. 
William B. Breed, Boston. 

III. A Case of Adams-Stokes’s Syndrome in 
Rheumatic Fever. Dr. James M. Faulkner, Boston. 
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IV. a. Experiences with Skin Tests in Rheumatic 
Heart Disease. b. Follow-Up Studies at the House 
of the Good Samaritan. Dr. T. Duckett Jones, Bos- 
ton. 

Discussion will be opened by Dr. William D. Smith, 
Boston. 

PauL W. Emerson, Secretary. 





MASSACHUSETTS SOCIETY OF EXAMINING 
PHYSICIANS 


The Annual Meeting of the Massachusetts Society 
of Examining Physicians will be held at the Copley- 
Plaza, Wednesday evening, May 14, 1930. 

Dinner at 6:30 promptly. $2.50 per plate. 

Election of officers. 

Speakers: Dr. F. W. O’Brien, Professor of Roent- 
genology, Tufts College Medical School: ‘‘Compres- 
sion Fractures versus Kiimmel’s Disease”. Discus- 
sion opened by Dr. Robert B. Osgood and Dr. F. J. 
Cotton. 

Glenn Alfred Shook, M.D., Professor of Physics at 
Wheaton College: “Art of Mobile Color’. This dem- 
onstration is new and unique. Open discussion. 


JOSEPH A. MEHAN, M.D., President. 
Wma. PEARCE CouEs, M.D., Secretary. 





NEW ENGLAND HOSPITAL FOR WOMEN AND 
CHILDREN 


MONTHLY CLINICAL CONFERENCE 


The regular monthly clinical conference of the 
New England Hospital for. Women and Children, 
Dimock St., Roxbury, will be held at the hospital on 
Thursday, May 15, at 8 p. m. The following cases 
will be reported and discussed: Fatal Aspiration 
Pneumonia, with Postmortem Findings; Primary 
Anaemia. 

ALIcE H. BIGELow, Secretary. 





ESSEX NORTH DISTRICT MEDICAL SOCIETY 


By invitation of the Trustees and Staff the Eighty- 
ninth Annual Meeting will be held in Anna Jaques 
Hospital, Highland Avenue, Newburyport (Tel. 29), 
Wednesday, May 14, 1930. 

Hospital open for inspection and clinical visits at 
11 A. M. sharp and after meeting. 

Attention Golfers: You are cordially invited to 
try your skill at Old Newbury Golf Club, on Newbury- 
port Turnpike near Dummer Academy (Tel. 8778-W). 
This course has a reputation of unusual interest. 
Come early and bring your clubs. Arrangements 
may be made at the Club by using the name of Ro- 
land M. Toppan, M.D., or stay with us for a while 
after the meeting and make up a foursome. 

Business meeting at 12 M. sharp. 

Dinner 1 P. M. sharp. 

Papers 2 P. M. upon “Infective Foci— Sense or 
Nonsense”. 

1. Frank W. Snow, M.D., of Newburyport. Intro- 
ductory remarks (5 minutes). 

2. Robert B. Greenough, M.D., of Boston, President 
of the Massachusetts Medical Society “The Good of 
the Order”. 


3. T. Raymond Healy, M.D., of Newburyport. 
“X-ray Evidence of Infective Foci’ (15 minutes). 

4. Clarence H. Birdsall, M.D., of Haverhill. “Arch 
Culprits. The Tonsils and Accessory Sinuses” (15 
minutes). 

5. Zabdiel B. Adams, M.D.,of Boston. “Orthopedic 
Surgery and Blood-borne Infections” (15 minutes). 

6. Arthur L. Chute, M.D., of Boston. “The Genito- 
urinary Tract and Infections Through the Blood 
Stream” (15 minutes). 

7. Channing Frothingham, M.D., of Boston. ‘The 
Problem as Viewed by the Internist with Special 
Reference to Hypertension and Vascular Diseases” 
(15 minutes). 

Discussions by W. Jason Mixter, M.D. (Surgical) 
and Arthur B. Lyon, M.D. (Pediatric) of Boston, 
Willis J. Bickford, D.M.D. (Dental), of Newburyport, 
John G. Jennings, M.D. of Boston (Ophthalmological ) 
and Constantine Popoff, M.D. (X-ray) of Haverhill 
(10 minutes each). 

Discussion of all papers is open to all present. 

ROLAND L. Toppan, M.D., President. 
J. FoRREST BURNHAM, M.D., Secretary. 
567 Haverhill Street, Lawrence, Mass. 
May 6, 1930. 





NEW ENGLAND PEDIATRIC SOCIETY 
PRELIMINARY NOTICE 
The next meeting of the New England Pediatric 
Society will be held in Boston, on Friday, May 23, 
1930. 
Full details of the meeting will be published later. 
GROVER PowERS, M.D., President. 
GERALD HOEFFEL, M.D., Secretary. 





THE AMERICAN ASSOCIATION FOR THE 
STUDY OF GOITER 


This annual meeting will be held July 10 and 11, 
1£30, in Seattle, Washington, and July 12, Tacoma, 
Washington, and Mount Rainier. 


PROGRAM 


E. R. Arn, Dayton, O.— Presidential Address: 
Auricular Fibrillation Associated with Hyperthyroid- 
ism. 

Willard Bartlett, Jr., St. Louis. 

Leo P. Bell, Woodland, Calif.—Tumors of the Neck 
Simulating Goiter. 

Addison G. Brenizer, Charlotte, N. C.—Hyperthy- 
roidism and Hypothyroidism Following 7,500 Thy- 
roidectomies. 

Harold Brunn, San Francisco—Why General An- 
esthesia Should Not Be Used in Thyroid Surgery. 

Thomas O. Burger, San Diego—Local Anesthesia 
with Adjuncts for Thyroidectomy. 

Warren H. Cole, St. Louis—Experimental Study 
cn the Production of Hyperplasia of the Thyroid by 
Chemical Means. 

J. Earle Else, Portland, Ore. 

William Engelbach, Santa Barbara, Calif.—Simpler 
Diagnostic Methods of Endocrine Disorders. 

Gordon S. Fahrni, Winnipeg—Effects of Thyroid- 





ectomy Upon Pregnancy. 
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N. W. Gillette, Toledo, O.—Complications Follow- 
ing Thyroidectomy. 

Allen Graham, Cleveland—End Results of Malig- 
nant Goiter. 

Samuel F. Haines, Rochester, Minn. 

John S. Helms, Tampa, Florida—The Incidence 
ot Goiter in the Southeastern States and Its Possible 
Significance. 

Lewis M. Hurxthal, Boston—The Cardiovascular 
System in Goiter. 

Arnold Jackson, Madison, Wis.—Diagnostic Clinic. 

Thomas M. Joyce, Portland, Ore-—The Preparation 
of Thyroid Patients for Surgery. 

E. Starr Judd, Rochester, Minn.—The Treatment 
of Peptic Ulcer and Gallbladder Disease Complicated 
by Hyperthyroidism. 

William J. Kerr, San Francisco—Necrosis of the 
Heart and Liver in Thyrotoxicosis. 

O. P. Kimball, Cleveland—The Relation of Endemic 
Goiter to Mental Efficiency. 

Le Roy Long, Oklahoma City—Hyperthyroidism. 

E. P. McCullagh, Cleveland—The Relation of Car- 
bohydrates to the Calcium and Phosphorus Mctabo- 
lism in Tetany. 

K. F. Meyer, San Francisco. 

R. J. Melizner, San Francisco—Thyroiditis. 

Henry S. Plummer, Rochester, Minn. — Thyroid 
Therapy and Diagnostic Clinic. 

H. W. Riggs, Vancouver, B. C. 

C. A. Roeder, Omaha, Nebr.—The Third Type of 
Toxie Thyroidism. 

Lindon Seed, Chicago—The Differential Diagnosis 
of Thyrotoxicosis and Neurosis. 

J. R. E. Sievers, Butte, Mont.—Influences Bearing 
Upon End-Results in Goiter Treatment. 

E. P. Sloan, Bloomington, Ill—Anatomy of the 
Thyroid Region. 

Martin B. Tinker, Ithaca, N. Y.—Thyroiditis. 

Robert Ward, San Francisco—Carcinoma of the 
Thyroid. 

Clarence G. Toland, Los Angeles, and John M. 
Askey, Los Angeles—Blood Pressure and Goiter— 
A Preoperative and Postoperative Study. 

Ralph R. Wilson, Kansas City—Effects of Thyroid 
Activity Upon the Female Organism. 
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SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


1929-1930—-Massachusetts Dietetic Association. Com- 
plete schedule appears on page 852, issue of October 24, 


March-October — International Medical Postgraduate 
Courses in Berlin. Complete notice appears on page 853, 
issue of October 24, 1929. 

May 5-10—First International Congress on Mental Hy- 
ge Detailed notice appears on page 93, issue of Janu- 
ary 9. 

May 8—Massachusetts General Hospital. Complete no- 
tice appears on page 890, issue of May 1. 

May 8—Clinical and Surgical Association of Massachu- 
ren  ctaataiaes notice appears on page 745, issue of 
April 10. 





May 8—Lecture on Some Aspects of Metabolism. Gra- 
ham Lusk. See page 889, issue of May 1, for detailed 
notice. 

May 13—Harvard Medical Society. Complete notice 
appears on page 934. ; 

May 14—Massachusetts Society of Examining Physi- 
cians. Detailed notice appears on page 935. 

May 15—New England Hospital for Women and Chil- 
dren. Complete notice appears on page 935. 

May 15—New England Heart Association. Complete 
notice appears on page 934. 

May 22—Boston Dispensary. Detailed notice appears 
on page 934. 

May 23—New England Pediatric Society. Preliminary 
notice appears on page 935. 

June 23-July 12—The Fourth Public Health Institute. 
Complete notice appears on page 839, issue of April 24. 

June 24—American Heart Association, Inc. Detailed 
notice annears on page 934. 

July 10-12—The American Association for the Study 
of Goiter. Complete notice appears on page 935. 

September 4-8—Fifth International Congress on Physio- 
therapy. Complete notice appears on page 906, issue of 
October 31, 1929. 

October 27—The American Public Health Association. 
Detailed notice appears on page 1271, issue of Decem- 
ber 19, 1929. 

March 23-27, 1931—Fifteenth annual clinical session of 
the American College of Physicians. Detailed notice 
appears on page 790, issue of April 17. 


DISTRICT MEDICAL SOCIETIES 


Essex North District Medical Society 


May 14—Wednesday—Annual Meeting, at Anna Jaques 
Hospital, Highland Avenue, Newburyport, Mass., at 12 
noon. Detailed notice appears on page 935. 


J. FORREST BURNHAM, M.D., Secretary. 


Essex South District Medical Society 


Tuesday, May 13, 1930—Annual Meeting. The Tavern, 
Gloucester. Speaker: Dr. C. Macfie Campbell, Director 
of Boston Psychopathic Hospital. Ladies invited. Danc- 


ing. 
R. E. STONE, M.D., Secretary. 


Franklin District Medical Society 


The next meeting of the Franklin District Medical 
Society will be held at the Weldon Hotel, Greenfield, 
Mass., on the second Tuesday of May, at 11 A. M. 


CHARLES MOLINE, M.D., Secretary. 
Middlesex East District Medical Society 


May 13—At Unicorn Country Club, Stoneham. 
ALLAN R. CUNNINGHAM, M.D., Secretary. 
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BOOK REVIEW 


An Outline of Contraceptive Methods. By James F. 
Cooper, M.D. Published by The American Birth 
Control League, 152 Madison Avenue, New York, 
New York. 23 pages. 


This pamphlet of twenty-three pages is simply a 
digest of the book by the same author entitled “The 
Technique of Contraception’. In barest outline 
Cooper gives the essential facts of the physiology of 
conception, and then enumerates the various meth- 
cds wihch have been employed to prevent impreg- 
nation. A brief statement of the disadvantages and 
advantages of each method follows the description 
of the method. 


As an introduction to the subject the pamphlet 
is useful, but it is doubtful whether one not con- 
versant with the topic could get any practical in- 
struction from its pages. The appliances employed 
are described very briefly, and no formulae for con- 
traception by chemical means are given. 

The last two pages consist of quotations from 
medical authorities to the effect that contraception, 
properly employed, is devoid of harm. 
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